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Abstract
In the spring of 2021, as the Covid-19 pandemic continued to exacerbate health inequities and
virtual learning dragged on, I developed and implemented an educational health-promotion
intervention for a small group of Hispanic youth in collaboration with a New Haven Latinx
social services non-profit, Junta for Progressive Action. The bilingual, culturally-responsive
health curriculum wove together engaging activities related to physical, emotional, mental,
social, and community health, promoting participants’ socio-emotional learning and equipping
them with destigmatizing vocabulary and skills they could use to advocate for their needs. The
curriculum was grounded in social and behavioral theories and was informed by participants’
stated interests and health needs as well as the topics that the scientific literature indicated would
most benefit the wellbeing of Hispanic youth. Although the intervention reached only a small
group of participants in Grades 3 through 7 due to recruitment challenges, OIRemos (which
means “we will listen/hear” in Spanish) met all ten of its initial goals and contributed to efforts to
advance health equity by promoting the wellbeing of Hispanic U.S. residents. The outcomes of
this project suggest three important findings: (1) culturally-responsive curricula that holistically
incorporate evidence-based health-promoting interventions can constructively address some of
the health challenges that Covid-19 created, exacerbated, and highlighted for Hispanic youth; (2)
collaboratively developing and implementing such interventions in real-time during public health
emergencies can be an effective approach to supporting vulnerable populations and resourceconstrained non-profits; and (3) crises, such as the Covid-19 pandemic and the widespread socioemotional harm it precipitated, can be opportunities for growth if we listen to the needs of
community organizations.
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I. Project Purpose
In October 2020, the Executive Director of the oldest Latinx, community-based nonprofit in New Haven, Connecticut sought to establish a socio-emotional health curriculum for the
organization’s youth program. For over 20 years, Junta for Progressive Action had provided
Hispanic1 youth in the New Haven area with a safe place to gather after school in the Fair Haven
neighborhood. Junta’s youth program, called The Neighborhood Place (TNP), mainly offered
arts and crafts activities and served the important need of providing free childcare to families
with limited resources (Pizarro, 2020).
When Covid-19 hit the United States in early 2020, Junta paused its in-person youth
programming. As the pandemic continued and New Haven’s Hispanic families
disproportionately suffered (Cummings, 2020; DataHaven, 2020; Davila et al., 2020), the
Executive Director, Bruni Pizarro, became interested in transitioning the program to a virtual
format with health-promoting activities. She pitched the idea to me following my summer
internship at Junta as a Health Equity and Anti-Racism Fellow. She hoped that the revamped
program could address the Junta community’s need for culturally-responsive, youth-oriented
socio-emotional education. The project aligned with my bilingual language skills and interests in
health equity. Given my experience designing and teaching comprehensive health classes to
youth in New Haven Public Schools between 2015 and 2019, I enthusiastically agreed to take on
the project.
The principal purpose of the educational intervention I designed in collaboration with
Junta staff and participants was to contribute to efforts to advance health equity and promote the
wellbeing of Hispanic residents of the New Haven area. The design and implementation of the

1

Different terms are used to refer to the diverse population of U.S. residents of Latin American heritage. The
scientific literature predominantly uses the broad Hispanic classification, so this paper will use that terminology.
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curriculum was informed by scientific literature on the modifiable risk factors for being ill or
unwell, culturally-responsive teaching strategies for Hispanic youth,2 relevant social and
behavioral theories,3 and socio-emotional learning (SEL) concepts.
The four outcome goals of the health curriculum were to:
1. Provide participants with a basic understanding of how to care for their physical,
emotional, mental, social, and community wellbeing;
2. Promote participants’ understanding of how these five elements of health are all
interconnected;
3. Provide participants with the opportunity to learn tangible emotion regulation and stress
management skills; and
4. Help participants recognize and feel confident in their own worth, resilience, and
potential.
The six process-oriented goals of the curriculum were to:
1. Provide a space where participants could feel comfortable sharing about their lives,
challenges, and feelings;
2. Facilitate open and honest discussions about the social and emotional difficulties that
Covid-19 had created, highlighted, and/or exacerbated for participants;
3. Foster healthy social connections among participants and mentors through engaging, ageappropriate group activities;
4. Introduce and allow participants to practice useful, destigmatizing skills and vocabulary
to more effectively identify and advocate for their needs in academic, social, and medical
settings;

2
3

See Section IV: Cultural Responsiveness.
These theories and principles are described in Section V: Theoretical Bases.
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5. Provide participants with the opportunity to discuss different aspects of their identities,
including what brings them happiness; and
6. Help participants set and work toward their health goals.
Efforts to provide young people with tools that promote socio-emotional health are
essential given the paucity of such training in most schools’ curricula and in after-care
programming (Eklund et al., 2018). By impeding important socio-emotional growth processes
for many young people, the physical distancing requirements and cancellations of in-person
indoor activities created a pressing impetus for efforts to support the psychological wellbeing of
school-age children (Lannegrand-Willems & Bosma, 2006; Lee, 2020; Powers and Meckler,
2020). For Hispanic youth in New Haven, the ways in which the pandemic harmed their
psychological wellbeing were likely compounded by structural disadvantages – including
socioeconomic risk factors, ethno-racial discrimination, and anti-immigrant stigma – that often
affect Hispanic residents of the United States (e.g., Kouyoumdjian et al., 2003, Hatzenbuehler et
al., 2013; Velasco-Mondragon, 2016). The disproportionately higher Covid-19 case numbers and
deaths among Hispanic and Black New Haven residents may have further strained the
psychological wellbeing of Hispanic youth, in particular given that Hispanic residents are
overrepresented in the essential in-person workforce (DataHaven, 2020; Dubay et al., 2020).
Although large-scale policy reforms and redistribution of material resources are needed to
sustainably address these unjust circumstances, expanding Junta’s youth programming to include
discussions and activities related to individual and community wellbeing carried the potential of
equipping and empowering Hispanic youth to better understand, avoid, and overcome many of
the obstacles that so often harm the health of Hispanic U.S. residents (Vega et al., 2009; VelascoMondragon, 2016).
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II. Community Collaboration
Authentic engagement with trusted community organizations, such as Junta for
Progressive Action, is vital to sustainably improve the health of marginalized communities
(Tremblay et al., 2018; Wallerstein & Duran, 2006). Health-promoting policies, programs, and
interventions borne out of meaningful collaboration with community members are more effective
and ethical than non-user-centered alternatives, as they reflect the fact that people are experts in
their own health (Bastida et al., 2010; Viswanathan et al., 2004; Sharma, 2021). Communitydriven projects better address the specific needs of a population, and do so in ways that are
responsive to that population’s cultural characteristics (Wallerstein & Duran, 2006). These
projects are empowering because they facilitate the community’s control over their determinants
of health (Baum et al., 2006). In contrast, alternatives in which outsiders parachute in and fail to
include community members in their own uplift re-enact a colonialist model of top-down
governance (Guttmacher et al., 2010). Furthermore, community-driven health initiatives lead to
longer-lasting benefits because community members genuinely understand and support their
underlying purpose and methods of action (Altman, 1995; Bastida et al., 2010; Sharma, 2021). If
community members are equipped to implement their own well-being strategies, drawing on an
appropriately informed and co-created model curriculum, the health gains are more likely to be
maintained and multiplied long-term (Minkler et al., 2006).
Many others have established that “transforming the conditions that influence health
requires broad-based collaborative partnerships between academic and nonacademic
stakeholders and beneficiaries” (Cargo & Mercer, 2008, p. 326). This thesis project is one such
collaborative partnership between the Yale School of Public Health and Junta for Progressive
Action. Accordingly, the curriculum development project for Junta’s youth enrichment program
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was initiated, designed, and carried out with the input and involvement of members of the
community that the collaboration sought to aid: Hispanic residents of the New Haven area.
In 2020 Bruni Pizarro proposed the creation of a socio-emotional learning curriculum for
Junta youth and set it in motion by recruiting me to be the principal developer of the curriculum
and three Program Coordinators to make it happen. In the fall of 2020, Junta Youth Program
Coordinators Abby Cohen and José Garcia conducted a community needs assessment,
interviewing elementary school students, parents, and educators in Junta’s network to determine
how to structure the revamped youth program in line with the community’s needs. They found
that the switch to virtual classroom teaching due to Covid-19 increased students’ needs for
individualized academic support. As a result, one-on-one homework assistance from slightly
older peer mentors was incorporated into the design of Junta’s youth program.
Ms. Pizarro gave us substantial creative freedom to design the program according to what
we believed and what the literature suggested would be most helpful. In March 2021, we had a
mid-program check-in meeting with Ms. Pizarro and other Junta staff members, who expressed
appreciation for the development of the curriculum. At this meeting, Ms. Pizarro communicated
her desire to highlight community wellbeing in the second half of the semester and in future
iterations of the program, which led to the creation of a curriculum module focused on
Community Health.
The three Program Coordinators – Victor Torres, Abby Cohen, and José Garcia – led the
participant recruitment and retention efforts. They helped craft the survey questions posed to
participants at the program’s commencement, midpoint, and culmination, which were used in the
evaluation of the curriculum. I collaborated with each of them in formulating the curriculum,
frequently consulting with them on lessons and activities prior to teaching, and their input helped
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in adjusting the curriculum. For example, early on in the program they wisely encouraged me to
focus on doing just one interactive activity during the short introductory sessions on Mondays
and Wednesdays, and they helpfully let me know when my proposed questions to the group
seemed too advanced given the participants’ ages and language abilities. Victor Torres suggested
many entertaining and effective group bonding activities that we incorporated into the program,
including creating a Spotify playlist with participants of their favorite songs to listen to during
the group stretching and movement activities. Participants’ topic interests, activity preferences,
and answers to baseline and midpoint survey questions about their health also guided my
decisions throughout the development and teaching of the curriculum. As a result, the bilingual
health curriculum was created through a process of co-learning with Junta staff and participants.
The collaboration also included members of Junta’s Hispanic community who facilitated
a few of the program sessions. Victor Torres facilitated a session on culture that seamlessly
complemented later sessions about community health. A local science educator taught a session
on environmental exploration. Junta’s Director of Social Services, Cheila Serrano, presented to
the participants on Junta’s role in promoting community health, including a discussion about the
ways that she and her colleagues help constituents access healthcare, including mental
healthcare.
III. Program Structure
The holistic health curriculum developed for this thesis consisted of five modules, each
spanning about three weeks. Physical Health was the first module, followed by Emotional
Health, Mental Health, Social Health, and Community Health. Inspired by the OIR framework 4
woven throughout its modules, I have named the curriculum OIRemos, which in Spanish means

4

For an explanation of the OIR framework, see Section VI: Curriculum Components.
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“we will hear/listen.” This title captures the collaborative nature of the curriculum’s development
and implementation, which heavily involved listening to the needs of Junta staff and community
members, including program participants. The name OIRemos also seeks to acknowledge the
curriculum’s origin with Bruni Pizarro’s observations and identification of the organization’s
needs in the pandemic context, as well as her response to solicit my assistance after observing
my strengths and interests. OIRemos is also a prediction that for years to come we will continue
to hear about how the pandemic has affected the wellbeing of those who were in grade school
when Covid-19 hit. Without a doubt we will also continue to hear about the importance of
promoting socio-emotional learning and destigmatizing illness, particularly mental illness.
The curriculum components were mostly developed as the virtual enrichment program –
and the socioeconomic impacts of the pandemic – unfolded. The structure of the curriculum and
its theoretical bases were pre-planned,5 but in other regards, this intervention was designed
shortly in advance of each module’s implementation, in response to input from Program
Coordinators and Junta staff, learning from public health literature, and observations of and from
the program participants themselves.
The Coordinators’ evaluation of the December pilot tutoring program, for which I was a
volunteer tutor, informed their decision to restrict participation in the spring enrichment program
to students in Grades 3 through 8. In collaboration with the Program Coordinators, on three
afternoons every week from February 17 to June 16, 2021, I delivered the curriculum over Zoom
to a small group of three Hispanic participants and three high-school-aged mentors. All the
participants were enrolled in New Haven Public Schools in Grades 3 through 7 with varied

5

The initial plan for the curriculum structure included six components of health instead of five, with modules on
Environmental and Spiritual Health instead of Community Health. The switch part-way through the curriculum was
explained with an acknowledgement that environmental and spiritual wellbeing can fall under community health.
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language abilities in English and Spanish.
The group of participants, mentors, and Program Coordinators met on Mondays,
Wednesdays, and Fridays from 4-5:15pm.6 Every week, about 1.75 total hours were dedicated to
well-being lessons and activities, and 1.5 hours were dedicated to one-on-one tutoring and
mentoring. From 4:00 to 4:15pm on Mondays and Wednesdays, I facilitated a brief healthpromoting activity in English and Spanish. From 4:15 to 5:15pm on those days, participants met
with their mentors in breakout rooms to work on homework assignments and discuss whatever
was on the participants’ minds. On Fridays from 4:00 to 5:15pm, I taught lessons and led
activities from the bilingual well-being curriculum I created.
We used a number of technological tools throughout the implementation of the
curriculum. Every session took place over Zoom, and we tried to make the most of the platform
by using the following features: screen and audio sharing, breakout rooms, polls, chat box,
backgrounds, filters during storytelling activities, and the whiteboard and stamp functionality –
which allowed for members of the group to creatively share their answers to our weekly
Whiteboard Wednesday questions. 7 For each session I created a Google Slides presentation with
colorful images.8 During some sessions we displayed age-appropriate educational videos.
Throughout the program we created surveys using Google Forms to gather information from
participants on their needs, preferences, and reflections.9

6

Previous versions of The Neighborhood Place met Mondays, Tuesdays, and Wednesdays from 3:30-5pm (Junta for
Progressive Action, 2019).
7
These questions are listed in Appendix I: OIRemos Facilitation Guide.
8
See Appendix II: Key Presentation Slides.
9
See Appendix IV for survey questions.
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Figure 1: Mental Health module slide about every person’s inherent, unconditional worth. 10
IV. Cultural Responsiveness
Given my positionality as a non-Hispanic, white, cisgender, socioeconomically privileged
Yale graduate student, I carefully attempted to avoid saviorism, ethnocentrism, and colonialism
throughout this project. Informed by the distinction between cultural humility and unattainable
cultural competence in multicultural education that Tervalon and Murray-García first described, I
strived to humbly understand and engage with Hispanic cultures in their own terms without
subjective judgments (Tervalon & Murray-García, 1998).
I collaborated with Junta’s staff to make the curriculum as culturally-responsive and
accessible to participating students as possible. Geneva Gay defines culturally-responsive
teaching as “using the cultural characteristics, experiences, and perspectives of ethnically diverse

10

All image sources are listed in the speaker notes sections of the Google Slides presentations (see Appendix II: Key
Presentation Slides). Images may be subject to copyright but are permissible to use for non-profit educational
purposes under Fair Use guidelines.
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students as conduits for teaching them more effectively” (2002, p. 106). Through my teaching, I
sought to embrace the diverse sociocultural realities and histories of the program’s participants,
and in doing so, made the enrichment program more effective with respect to meeting its stated
goals. As Gay writes, “when academic knowledge and skills are situated within the lived
experiences and frames of reference of students, they are more personally meaningful, have
higher interest appeal, and are learned more easily and thoroughly” (2002, p. 106).
I attempted to make the curriculum accessible, engaging, and inclusive to every
participant by framing health concepts in terms of realistic hypotheticals and situations that
participants were likely to understand in the context of their past experiences and cultural
knowledge. For instance, in the Physical Health module, I introduced the concept of eating a
healthy balance of proteins, fats, and carbohydrates by first soliciting examples of foods high in
each macronutrient that the students were familiar with, and then supplementing with other lowcost, widely-available examples that are commonly enjoyed in Hispanic American households.
By connecting curriculum concepts to familiar youth cultural content, including plotlines and
characters from animated films such as Finding Nemo and Inside Out, lessons in the Emotional
and Social Health modules promoted greater engagement and comprehension among
participants, and legitimized what they already knew.11
Given the strong emphasis on familism (familismo) and care for others across Hispanic
cultures, key concepts in all five curriculum modules were presented through the lens of caring
for others, such as friends, family members, neighbors, and even plants (Sabogal et al., 1987).
The curriculum highlighted the importance of caring for oneself and emphasized the
acceptability of asking for help by connecting these ideas to students’ prior recognition of the

11

As stated in Appendix III, incorporating clips from age-appropriate movies featuring Hispanic youth, such as
Coco, Vivo, and Encanto, would make the symbolic curriculum more culturally-responsive.
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value of caring for others.
As Gay writes, the symbolic curriculum is a powerful teaching instrument that culturallyresponsive teachers use to extend what is taught through the formal curriculum as well as convey
information and values about ethnic and cultural diversity (2002). As such, the images of people
included in class materials intentionally featured a diverse representation of Hispanic youth and
adults. When we did stretches as a group, I incorporated images depicting Latin American
ecology and geography, such as pictures of trees in the Amazon Rainforest when we did Tree
Pose and of the Andes Mountains when we did Mountain Pose. 12

Figure 2: Mountain Pose slide that features the symbolic curriculum.
In designing the curriculum, I strived to take into account the relevant contextual
backdrops and structural forces involved while also considering each student’s unique

12

These stretches and poses originate from ancient Indian traditions of sacred, spiritual yoga practice, which I
suggest any future implementers of this curriculum acknowledge. To avoid culturally appropriating Indian heritage,
future implementers should consider clarifying that simply doing the poses is not yoga (Baitmangalkar, 2022).
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circumstances, multiple intersecting identities, and agentive power. In this way, the health
curriculum followed Junta’s “whole person approach to service provision and engagement in
community advancement,” which is especially important given the “vast cultural heterogeneity”
of Hispanic U.S. residents (Junta for Progressive Action, 2011; Kouyoumdjian et al., 2003; The
Community Foundation for Greater New Haven, 2013).
The degree to which the curriculum and its delivery were culturally-responsive is
discussed in Section VII: Evaluation of Curriculum.
V. Theoretical Bases
Four main theories underpinned the design and implementation of the curriculum: socioecological theory, Human-Centered Design, Social Cognitive Theory, and growth mindset
theory.
The theoretical rationale for developing and implementing this health-promoting
curriculum was rooted in socio-ecological theory, which calls for individuals’ wellbeing and
health behaviors to be understood as both shaping and being shaped by their social and
environmental contexts (Bronfenbrenner, 1977; Glanz & Bishop, 2010). Health behaviors are
only changeable through educational interventions because individuals’ social environments
affect their wellbeing.
The curriculum’s approach to meeting participants where they are developmentally,
linguistically, and emotionally was grounded in Human-Centered Design, an empathy-based
theory that prioritizes the accessibility and usability of health interventions for participants
(Matheson et al., 2015). Additionally, Human-Centered Design, in conjunction with Bruni
Pizarro’s request that the revamped program “first, do no harm” to participants, called for the
curriculum’s implementation to uphold the bioethics principle of non-maleficence. This principle
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is foundational to ethical decision-making in public health, particularly when designing and
implementing community interventions (Coughlin, 2008). The Ontario Ministry of Education
also recommends health educators follow this principle, especially regarding confidentiality and
risk management (2019).
Attempting to do no harm to participants also meant designing and facilitating traumainformed lessons in order to avoid the potential for re-traumatization. According to the
framework outlined by the Substance Abuse and Mental Health Services Administration
(SAMHSA), a trauma-informed program “realizes the widespread impact of trauma and
understands potential paths for recovery; recognizes the signs and symptoms of trauma in clients,
families, staff, and others involved; and responds by fully integrating knowledge about trauma
into policies, procedures, and practices, and seeks to actively resist re-traumatization”
(SAMHSA, 2014, p. 9). Literature documenting the high prevalence of adverse childhood
experiences among Hispanic residents of the United States, coupled with evidence indicating that
intergenerational transmission of immigration-related trauma is common in Hispanic families,
demands that any wellness curriculum for Hispanic youth be trauma-informed (Llabre et al.,
2018; Phipps & Degges-White, 2014). Given the unprecedented challenges youth have
experienced throughout the pandemic – including extended periods of isolation from friends and
family members, widespread illness and deaths of community members, and fear over getting
sick or infecting others – the need for this curriculum to be trauma-informed was all the more
pressing (Fitzgerald et al., 2021).
Although harm reduction generally refers to efforts intended to reduce the harms
associated with substance use, the curriculum design applied harm reduction’s justice- and
health-promoting principles to other public health topics, such as nutrition and mental health.
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The harm reduction principles relevant to OIRemos include: (1) compassionately meet people
where they are without judging “unhealthy” behaviors; (2) acknowledge the challenges of
attaining optimally healthy options/making optimally-healthy choices (such as never eating foods
high in added sugar, always seeking professional mental health care when confronted with
mental health challenges); and (3) accept less than optimal alternatives that reduce harm
(Marlatt, 1996).
Social Cognitive Theory – which posits that humans learn by observing others –
suggested that guided skill practice, role modeling, and goal setting be incorporated into the
curriculum to promote participants’ self-efficacy (Bandura, 1986).
Lastly, growth mindset theory informed the development of the curriculum. Growth
mindset theory fosters students’ beliefs that their abilities can be developed over time, meaning
their intelligence and capabilities are neither pre-determined nor fixed (Clark & Sousa, 2018;
Dweck, 2007). Research indicates that teaching students the distinction between fixed and
growth mindsets, and supporting their adoption of the latter, leads to a number of benefits,
including greater receptivity to feedback, perseverance, and resiliency (Wolcott et al., 2020).
Growth mindset theory supports principles of socio-emotional learning (SEL), which
undergird the Emotional, Mental, Social, and Community Health modules. The lessons and
activities in these modules sought to promote participants’ socio-emotional learning, which the
Collaborative for Academic, Social, and Emotional Learning defines as “the process through
which all young people and adults acquire and apply the knowledge, skills, and attitudes to (1)
develop healthy identities, (2) manage emotions and achieve personal and collective goals, (3)
feel and show empathy for others, (4) establish and maintain supportive relationships, and (5)
make responsible and caring decisions” (CASEL, 2022; Elias et al., 1997). Curricula that
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effectively target these five interrelated areas of competence have been shown to reduce
students’ emotional distress and promote positive social behavior for at least six months after
participation (Durlak et al., 2011).
For an analysis of how well the curriculum implemented these underlying theories, see
section VII.1.A: Fidelity of Implementation.
VI. Curriculum Components and their Rationale
The intervention primarily consisted of individual-level educational components that
were designed to have multi-level impacts in that the OIRemos curriculum equips the
organization with more tools to build community resilience and promote its constituents’
wellbeing. Furthermore, by imparting participants with knowledge and skills that can help them
improve their relationships and benefit their communities, OIRemos influences interpersonal and
community-level determinants of health. Because the curriculum seeks to holistically and
sustainably promote wellbeing by targeting changeable determinants of wellbeing that operate on
individual, interpersonal, and community levels, its implementation would likely be more useful
and effective at reducing harms and disparities than interventions only focused on shaping
single-level determinants (Brown et al., 2019).
Several overarching lessons were woven into every module and reiterated throughout the
curriculum whenever relevant. The first of these lessons was the notion that balance and
equilibrium are critical to health (Dodge et al, 2012; Headey & Wearing, 1989). We discussed
equilibrium in conversations and activities about the importance of balancing work and play,
consuming a balance of the three macronutrients, and responding to emotions with a balance of
taking time to ourselves and communicating, among other instances.
The second recurring lesson was that being ill or unwell is nothing to be ashamed of. This
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lesson attempted to counteract widespread, stigmatizing cultural beliefs that illness is
embarrassing and the fault of the unwell individual (Sontag, 1978; Werner et al., 2004). Many
studies have found that people experience stigma and shame related to being unwell – whether
their ailments are visible or invisible (Chapple et al., 2004; Lazare, 1987; Scheel et al., 2014).
The literature indicates that illness-related stigma and shame hinder recovery and worsen health
outcomes, in part by promoting psychological distress, social isolation, and risk behaviors
(Dolezal & Lyons, 2017). Stigma also prevents people from seeking healthcare and being open
with their healthcare providers about the full extent of their medical condition(s) (Dolezal &
Lyons, 2017; Lazare, 1987).
This overarching lesson was often paired with the principle that we do not have to take
care of ourselves alone, and it is always okay to ask for help with one’s health goals. Socioecological theory, the conceptualization of the Self as inextricable from the Other, and the
recognition of the power of community care all undergird this principle. The following adapted
depiction of the Socio-Ecological Model illustrated this concept:

Figure 3: Adapted version of the Socio-Ecological Model.
20

By destigmatizing needing help and asking for help, these two overarching lessons
sought to increase students’ comfort talking about their health and bringing up health concerns
they might have with healthcare providers and trusted others. This pair of lessons also
endeavored to reduce the burden of embarrassment and internalized stigma related to poor health
that the students might experience, and encourage them to be compassionate and supportive with
their peers and family members when they are unwell.
The fourth broad theme carried across all of the curriculum modules was the idea that the
five areas of health we covered are all interconnected (Mayer & Tillisch, 2011; McCaffrey et al.,
2003; Mikkelsen et al., 2017; Umberson & Karas Montez, 2010). By emphasizing these
connections, the curriculum gave students a deeper understanding of how taking care of oneself
in any one area of health can often improve other areas of health and promotes overall wellbeing. This holistic, humanistic model helped participants notice the links between their bodies,
minds, relationships, and environments, and gave them practical tools they could use to cope
with challenging situations as well as unpleasant physical, emotional, or mental sensations.
The connections among our minds, bodies, relationships, and environments are rarely
acknowledged in Western culture and medicine, which instead often conceptualize the mind and
body as separate entities, divorced from their physical and social contexts. This Western
conception of a mind-body divide fosters a “dispassionate and mechanistic approach to patient
care” that can disempower patients and hinder healing (Gendle, 2016). As an example of how the
curriculum attempted to promote participants’ understanding of the connections among the five
areas of health covered (see Figure 4), within the Social Health module participants were asked
to consider how they are able to tell when a personal boundary of theirs has been crossed,
including what sensations they might experience. Referencing content taught in the Physical
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Health, Mental Health, and Emotional Health modules, the group came up with a list of
identifiable signs, such as feeling tightness or pain in the body, feeling scared, and having trouble
focusing, that might indicate a personal boundary had been crossed. The curriculum then
encouraged participants to consider responding to a boundary violation using the evidence-based
conflict resolution and/or coping strategies previously taught.

Figure 4: Model of the five interconnected areas of health covered in the curriculum. 13
Another recurring lesson was the universal importance of observing situations nonjudgmentally (observar), identifying what is happening (identificar), and responding with care
(responder cariñosamente). These three steps were tied into each of the curriculum modules,
accompanied by the easy-to-remember acronym I coined: OIR, which in Spanish means “to

13

Other key presentation slides are included in Appendix II.
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hear/listen.”14 This theme was used to introduce and/or deepen participants’ understanding of
mindfulness and self-awareness, which are core components of evidence-based socio-emotional
learning curricula (CASEL, 2022; Durlak et al., 2011). This lesson sought to help participants
understand why self-awareness and responding with care are fundamental to promoting physical,
mental, emotional, social, and community health.
The curriculum also included four overarching principles about caring for oneself that are
rooted in growth mindset theory and have been shown to promote strong self-esteem and selfcompassion (Clark & Sousa, 2018; Dweck, 2007; Macinnes, 2006). These principles are:
1. Taking care of ourselves takes daily practice and is the journey of a lifetime.
2. We cannot change the past; we can only change the present and future.
3. Try to set goals that are achievable, measurable, and positive. Write down your goals and
the reasons you want to strive for them (Lawlor, 2012).
4. Progress towards meeting our goals is rarely linear. Allow yourself to be proud of
yourself and all the progress you have made, especially the progress no one else has seen.
The following five subsections will describe the key curriculum components of each of
the five modules, along with their literature-based rationale.
1. Physical Health
The Physical Health module targeted the risk factors for the physical health issues most
prevalent among Hispanic residents of the greater New Haven area that were modifiable through
virtual teaching. The results of the baseline survey that participants completed at the start of the
enrichment program, as well as findings from a review of the relevant literature, suggested that
curriculum content that promotes physical activity, hydration, balanced nutrition, and sleep

In Spanish, the verb “oír” is most often used to refer to hearing, but the meaning most relevant to the curriculum is
“to listen,” which does not require the physical ability of hearing.
14
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would have the greatest effect on participants’ physical health.
The main pre-Covid physical health challenges experienced by Hispanic residents of the
New Haven area included asthma, cardiovascular disease, cancer, diabetes, liver disease, back
and neck pain, and unintentional injuries 15 (Abraham & Buchanan, 2016; Centers for Disease
Control and Prevention, 2019; Mullen et al., 2014; The US Burden of Disease Collaborators,
2018; Velasco-Mondragon et al., 2016). While multilevel structural and environmental changes
are needed to sustainably address these health challenges, a number of behavioral risk factors can
influence the incidence and severity of these conditions (Damio et al., 2006; Velasco-Mondragon
et al., 2016). These behavioral risk factors are often habits formed before adulthood and include
physical inactivity, insufficient hydration, nutritional risk factors, insufficient sleep/rest,
substance misuse, as well as distracted driving (Dennis et al., 2009; Hale et al., 2020; Overton et
al., 2015; Singh et al., 2008; The US Burden of Disease Collaborators, 2018). 16 The literature, as
well as my prior experience teaching health to youth, suggest that these risk factors can be
mitigated through culturally-responsive, evidence-based education when paired with adequate
social support (Cornejo-Barrera, 2008; Damio et al., 2006; Hale et al, 2020; Hidalgo & Güemes,
2011; Kedler et al., 1995). Therefore, the Physical Health module targeted the following four
age-appropriate physical health behaviors: physical activity, hydration, balanced nutrition, and
sleep.
Physical health was broadly defined as caring for the body’s needs. The module
emphasized listening to our bodily sensations and finding balance with regard to eating,

15

Unintentional injuries include substance overdoses, work injuries, and motor vehicle accidents (The US Burden of
Disease Collaborators, 2018; Vega et al., 2009).
16
Before the Covid-19 pandemic, the top four risk factors for disability in Connecticut according to the number of
Disability-Adjusted Life Years related to each risk factor were, in order: high body mass index, tobacco use, alcohol
and other drug use, and dietary risks (The US Burden of Disease Collaborators, 2018).
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exercising, and sleeping in order to promote physical resilience. The module centered the
enjoyment of healthy food, rest, and movement and aimed to avoid passing judgment on any
foods or health behaviors, in part because stigmatizing coping behaviors has been shown to have
a detrimental effect on healthy, sustainable behavior change (Berjot & Gilet, 2011; Brewis,
2014). The goals of the module were to engage participants in discussions about what makes
their bodies feel physically well, and deepen participants’ understanding of practical, basic
information about nutrition, sleep, and exercise that they could use to make more informed
choices about how to care for their physical wellbeing.
The Physical Health module facilitated discussions about how our bodies require
balanced nutrition (including hydration), frequent movement, and plenty of rest in order to feel
well and prevent disease (Cornejo-Barrera et al., 2008; Dahl & Lewin, 2002; Hale et al., 2020;
Hidalgo, 2011; Stahl et al., 2007). These essentials were taught as Los tres pilares de la salud
física/The Three Pillars of Physical Health along with engaging imagery of a building being held
up by three pillars labeled Movimiento/Movement, Nutrición/Nutrition, and Dormir/Sleep.17 To
emphasize the importance of balance among all three physical health essentials, participants
were asked to consider what might happen to the building if one pillar became weak and started
to crumble.
Next, we delved into what it would mean to keep each pillar strong. To keep the
Movimiento/Movement pillar strong, we learned that our bodies need to move in ways that feel
good for a total of at least 60 minutes every day (Cornejo-Barrera et al., 2008). We discussed
why movement is important, including its many mental and emotional health benefits (CornejoBarrera et al., 2008; Mikkelsen, 2017). We brainstormed ways to be active during the Covid-19

17

See Reflections and Future Directions section for commentary on the drawbacks of using the selected imagery.
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pandemic, including by stretching, walking, and dancing. During the Physical Health module we
began the group practice of doing gentle stretches, balancing exercises, and strength-building
activities during program sessions. To facilitate participants’ engagement and decision-making,18
students were invited to suggest to the group any stretches or poses that they thought would feel
good. This active group practice was included in most sessions throughout the entire program.
To keep the Nutrición/Nutrition pillar strong, we talked about the importance of feeding
our bodies with foods that make us feel good long-term. I introduced the idea of eating a balance
of carbohydrates, proteins, and fats, and as a group we came up with examples of foods that
provide each macronutrient (Hidalgo, 2011). We discussed how carbohydrates give our bodies
immediate energy, proteins help our bodies grow and heal, and fats give us long-lasting energy
(University of Hawai’i at Mānoa, 2020). The module facilitated participants applying this
practical lesson to their daily lives by asking them how they might be able to avoid getting
hungry hours before lunchtime, leading to participants’ understanding that eating some protein or
healthy fat at breakfast would help them stay energized and full longer compared to only
consuming carbohydrates before lunch.
Stigmatizing certain foods and shaming people for their dietary choices has been shown
to be an ineffective and even counter-productive approach to promoting healthier eating habits
(Brewis, 2014). The scientific literature and behavioral theory support a non-judgmental harm
reduction approach to nutrition education that empowers participants to make more informed
decisions and acknowledges that healthy diets can include occasionally consuming tasty, nonnutritious foods (Marlatt, 1996; National Health and Medical Research Council, 2013). Through

In their book chapter “Identity Development in Adolescence: Implications for Youth Policy and Practice,” Xing
and colleagues identify giving opportunities to engage in decision-making as one of three key strategies for youth
development practitioners (Xing et al., 2015).
18
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this lens, we discussed the differences between heavily processed and unprocessed foods using
white and brown rice as examples, emphasizing that the latter category is generally more
nutritious (World Health Organization, 2003). Although some participants had already learned
elsewhere how to read a nutrition label, we reviewed this practical skill as a group to promote
nutritional health literacy (Carbone & Zoellner, 2012). We also emphasized the importance of
hydration, learning that every day our bodies need at least half a gallon of water to avoid the
signs of dehydration, which include fatigue and headaches (Benelam & Wyness, 2010).
To keep the Dormir/Sleep pillar strong, we talked about how as kids, our bodies need
between eight and twelve hours of sleep each day (Olson, 2021). We learned that screen time
before bed makes it harder to fall asleep, and that as we grow older, we might need a bit less
sleep (Olson, 2021; Vernon, 2016). We talked about how sleeping well makes us feel better
physically, emotionally, and mentally, and that rest gives us the energy and patience to have
healthier social interactions and contribute positively to our communities (Dahl & Lewin, 2002).
We applied these physical health concepts to an imaginative group activity intended to
facilitate participants’ decision-making. Participants were asked to brainstorm a list of items they
would pack in their suitcase if they needed to travel to a deserted island to meet their long-lost
twin. We separated the items in the group list into three categories that we later connected to The
Three Pillars of Physical Health. Food, water, medications, and vaccines were grouped together
as essential Entradas/Inputs into the body. A sleeping bag, tent, toothbrush, soap, and other
items for personal hygiene and the prevention and treatment of illnesses and injuries were
categorized as items necessary for Cuidado/Care of the body. Toilet paper was categorized as
helpful for our body’s Salidas/Outputs, which include movement, growth, brain activities, and
carbon dioxide in addition to waste. We linked these three categories to The Three Pillars of
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Physical Health, with nutrition representing one pillar because our bodies need food and water as
inputs, sleep being a second pillar because it is one crucial way that we care for our bodies, and
movement being the third pillar because it is a necessary output.

Figure 5: Slide comparing the categories of needs between plants and humans.
We learned that like humans, all living things need inputs and care, and need to produce
outputs. As an example, we discussed how the inputs that plants need are carbon dioxide and
water, and that sunlight is a type of care that plants need. Here we introduced the recurring idea –
and the accompanying image of an anthropomorphized plant watering itself – that like plants,
our bodies need daily care, including plenty of water and sunlight (Moriarty, 2018). At the end of
the program, to bring home this lesson, each participant was given a plant they could care for –
which might also serve to remind them of the importance of daily self-care.
To give participants the opportunity to reflect on their own resilience and on past
experiences when they had persevered and adapted to difficult situations, we introduced the idea
of resiliencia/resilience, which we defined as the ability to overcome challenges and changes
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(e.g., Aburn et al., 2016; Marroquín et al., 2017; Werner, 1995). We used images of flowers
growing out of sidewalk cracks and lighthouses withstanding powerful waves as visual examples
of resilience, which we emphasized is a process in humans that takes practice (Rutter, 2012). We
specified that physical resilience involves recovering from physical challenges, like injuries,
infections, and exercise (Whitson et al., 2019). We brainstormed ways to strengthen physical
resilience, including moving regularly, eating nutritious and balanced meals, drinking plenty of
water, and trying to get plenty of sleep (Cornejo-Barrera et al., 2008; Dahl & Lewin, 2002; Hale
et al., 2020; Hidalgo, 2011; Stahl et al., 2007; Whitson et al., 2019). We also discussed how
getting vaccinations boost physical resilience, which was a timely reminder given that Covid-19
vaccinations were starting to become available around the same time as this module.
2. Emotional Health
The design of the Emotional Health module was informed by the results of the survey
that participants completed at the start of the program, as well as the scientific literature on the
diverse emotional health challenges that Hispanic youth in the New Haven area were most likely
to be going through or experience in the future. Many of these emotional health challenges were
related to the abrupt changes the pandemic brought to participants’ lives, including the switch to
virtual learning (Lee, 2020; Fitzgerald et al., 2021; Sullivan, 2021). Participants’ responses to the
baseline survey indicated that they were interested in learning how to cope with the challenges
that Covid-19 had created or worsened. 19 The literature indicated that loneliness, sadness, grief,
stress, and fatigue were widespread, especially among youth, during the pandemic (Maddrell,
2020; Fitzgerald et al., 2021; Sullivan, 2021). Additionally, every participant who responded to
the baseline survey indicated they had felt optimistic or hopeful on no days in the past week, and

19

See Appendix IV for survey questions.
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that they had felt stressed, sad, or down on most days in the past week. Over the course of the
program, participants mentioned the additional emotional challenges of often feeling frustrated
over the need to socially distance, and experiencing boredom and tiredness due to virtual
learning.
Beyond the changes brought about by the pandemic, the scientific literature documents
how Hispanic participants might face additional challenges to their emotional health, including
intersecting forms of stigma, discrimination, and structural oppression; acculturative, financial,
and immigration-related stress; and linguistic and cultural barriers (Cano et al., 2020; VelascoMondragon et al., 2016).
Aside from exposure to these systemic challenges, the relevant determinants of emotional
health can be grouped into two categories: interpersonal resources and intrapersonal resources.
Interpersonal resources that promote emotional health include family cohesion, social support,
and social acceptance of experiencing and thoughtfully expressing unpleasant emotions (Cano et
al., 2020; Dolezal & Lyons, 2017; Werner, 1995). Intrapersonal resources that influence
emotional health include one’s level of self-awareness and self-acceptance, as well as one’s
familiarity with effective strategies to regulate emotions, tolerate distress, and communicate
feelings (Cano et al., 2020; Fogel, 2009; Jimenez et al., 2010). We knew we would be unable to
directly influence many of participants’ interpersonal resources, so the module focused on
developing participants’ intrapersonal resources. The literature indicated that the aforementioned
intrapersonal resources could be developed through culturally-responsive teaching of
mindfulness, Somatic Experiencing, and socio-emotional learning concepts, so it was determined
that lessons and activities that targeted these modifiable determinants would most benefit
participants’ emotional health (Boncu et al., 2017; Brown & Ryan, 2003; Elias et al, 1997; Fogel,
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2009; Marroquín et al., 2017).
Even though we were unable to influence the degree to which participants’ social
interactions outside of the program were supportive, we were able to provide participants with
social support via Zoom during the program sessions to promote their emotional wellbeing.
Despite being unable to directly increase the social acceptability of experiencing or expressing
uncomfortable emotions in participants’ daily lives outside of the program, the module made
clear that our sessions were safe virtual spaces where participants were encouraged to feel and
express any emotion.
We defined emotional health as our capacity to (1) observe and identify our emotions
without judgment, (2) understand what might be causing our emotions, and (3) communicate our
emotions effectively (Brown & Ryan, 2003; Salovey & Mayer, 1990). 20 To strengthen
participants’ capacity to observe their emotions without judgment, we explored how our
emotions are always valid, even when they are unpleasant. We talked about how it is okay to feel
irritated, frustrated, annoyed, upset, angry, or sad – a concept that some participants initially
struggled to accept. As a group we read the illustrated book My Inside Weather, including the
Spanish translations I added (Beckett et al., 2017). This book’s destigmatizing view towards all
kinds of emotions prompted a discussion about how important it is to try to understand and
accept ourselves so that we can learn to live peacefully within our bodies and minds. This book
aided our discussion of how the only person we need to spend the rest of our lives with is
ourselves, so it is worth paying attention to how we feel. The story also conveyed that all
emotions are temporary – a comforting message that is easy-to-forget when experiencing
unpleasant feelings.

20

See Reflections and Future Directions section for commentary on the benefits of using an alternative approach.
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In the Emotional Health module, I introduced the aforementioned OIR method that
participants could use to confront challenges and build their emotional resilience: (1) Observe
how they feel non-judgmentally; (2) Identify the emotion(s) they’re experiencing; and (3)
Respond to their emotions with care (Elias et al., 1997). To help participants see how they
already practice the OIR method in their daily lives, I offered the example of how they might
observe their stomach rumbling or feeling scratchy inside, identify that those are signs they feel
hungry, and then respond by checking their bag or going to the kitchen for a snack, which boosts
their physical resilience. We discussed how the same process can be practiced with emotions,
and paying similar attention to bodily sensations is a great place to start. Informed by the
scientific literature on the benefits of Somatic Experiencing for traumatized and non-traumatized
individuals, I guided participants through a short body scan meditation to increase awareness of
and progressively release tension in the body (Fogel, 2009; Kuhfuß et al., 2021; Levine, 2017).
This activity led into a brainstorming session about how we can tell when we feel upset or
agitated; we talked about how sweating, breathing quickly, and experiencing pain in the stomach,
head, neck, and shoulders can be signs we feel nervous or upset.
Recent findings from cognitive neuroscience, neuroimaging, behavioral, and
developmental studies of affect indicate that two independent neurophysiological systems give
rise to all emotions. Per Professor Lowe’s recommendation, I incorporated Marc Brackett’s
biaxial Mood Meter (Medidor de emociones) framework into the module to facilitate
participants’ non-judgmental observation and identification of their emotions (Brackett, 2020;
Posner et al., 2005). The Mood Meter creates a space for all emotions and allows participants to
visualize their feelings graphically:
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Figure 6: Adapted bilingual version of The Mood Meter/El medidor de emociones.
Our use of the Mood Meter combined with Zoom’s screen-sharing and stamp features helped
participants observe their emotions’ energy level and degree of pleasantness, as they were able to
place a stamp on the graph to represent how they were feeling during the program session. We
also played around with the user-friendly Mood Meter mobile app, which suggests emotion
identification words for every coordinate on the graph along with definitions. The app helps
users strengthen their capacity to understand what might be causing their emotions (the second
component of our definition of emotional health) by prompting users to reflect on the potential
causes of their emotions as well as whether they would like to maintain their current emotion or
shift to a different state, with tips for what they could do if they would like to shift.
In the Identify portion of the OIR lesson, participants learned that unpleasant emotions,
such as anger, sadness, and loneliness, feel less intense once they are named (Kircanski et al.,
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2012). Participants became more familiar with vocabulary they could use to identify feelings in
all of the four Mood Meter quadrants:

Figure 7: Emotion words introduced in the second module.
In the Responding portion of the OIR lesson, we learned that all emotions have a purpose:
they let us know how we need to respond and care for ourselves (Lowe, 2021). This message
was conveyed through examples – including that loneliness tells us that we may need to spend
time with other people – as well as the accessible analogy that while we are unable to control the
weather, we can pull out an umbrella when it starts to rain. By prompting participants to imagine
what they would do if on their walk to school it started to rain, we carried forward this
symbolism to underscore the message that we often cannot control our emotions, but we can
control our reactions to our emotions, including whether we seek help (Lowe, 2021).
We brainstormed ways one could respond to unpleasant emotions with care for ourselves
and others, resulting in the conclusion that this often involves communicating with others and/or
taking some time for ourselves, which can but does not have to entail solitude. These two
categories corresponded with the aforementioned framework of interpersonal and intrapersonal
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resources that promote emotional health. As Beckett and colleagues’ book My Inside Weather
highlighted, reaching out to someone comforting and supportive would fall into the first
category. This idea prompted a discussion about how sadness and depression can make us feel
alone, but they are signs that we need to reach out to someone we love. In our discussion about
taking time for ourselves, evidence-based, adaptive coping strategies were introduced and
practiced as a group. The first strategy was a square breathing exercise, which can be used to
calm our minds, balance our emotions, and tune in to how we are feeling (e.g., Bhargava et al.,
1988; Saoji et al., 2019).21 The second strategy was to reflect on what we are grateful for, as
giving thanks has a powerful impact on our health, including by improving the quality of our
sleep (Boggiss et al, 2020; Jans-Beken et al., 2020). Other strategies covered include reminding
ourselves of our strengths, going on a walk, journaling, drawing, doing yoga, and paying
attention to our five senses (Fogel, 2009; Hagen & Nayar, 2014; Macinnes, 2006; Ullrich &
Lutgendorf, 2002).
Throughout the module we continued the conversation started in the first module about
resilience, specifying that emotional resilience involves coping with and recovering from
emotional challenges, like fear, stress, sadness, and loneliness (Rutter, 2012; Shotton et al.,
2018). We also discussed ways by which our emotional health is connected to other elements of
health. For example, we talked about how chronic stress, anger, and grief can worsen physical
ailments such as high blood pressure (Sparrenberger et al., 2009), and in the opposite direction,
how injuries and sickness can hinder emotional health by making it harder to practice selfacceptance. We tied in social health and familismo as well when we explored how support from
others improves our health (Kaplan et al., 1977).

21

Breathing exercises, especially when accompanied by tapping exercises or putting one on the belly and another
hand on the heart reduce unpleasant emotions by regulating the nervous system.
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3. Mental Health
As with the first two modules, the content of the Mental Health module drew on a
literature-informed determination of the lessons and activities that would likely have the greatest
benefit on participants’ wellbeing. The most widely-documented barriers to Hispanic residents’
mental wellbeing are low mental health literacy, widespread stigmatization of depression and
psychiatric medicines, and lack of access to culturally-responsive mental health treatments –
exacerbated by disproportionately low rates of insurance coverage (Kouyoumdjian et al., 2003;
Lopez et al., 2018; Unger et al., 2013). The first two barriers are partially modifiable through
virtual teaching, so the module targeted these risk factors by (1) defining mental health, (2)
introducing participants to evidence-based strategies to promote mental wellbeing, (3) presenting
the signs of being mentally unwell, (4) reducing mental health stigma, and (5) explaining
evidence-based mental health treatments, including how to access local resources. Incorporating
elements of the Ontario Health and Physical Education curriculum for Grades 1 through 8, we
also sought to promote participants’ mental wellbeing by nurturing their strengths and
connecting those who needed additional support to appropriate services (Ontario Ministry of
Education, 2019).
Informed by the cognitive-behavioral therapy approach to understanding and promoting
mental health, we introduced the concept of mental health as that which affects our ability to
function in daily life, including how we think, how we feel, and how we act (Hofmann et al.,
2012). We discussed how our thoughts influence how we feel and act; our emotions influence
what we do and think; and our actions influence how we think and feel (Hofmann &
Asmundson, 2017). More specifically, we defined mental health as our ability to enjoy activities,
think clearly, concentrate, control impulses, appropriately reflect on the past, and plan for the
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future (Mayo Clinic Staff, 2019; National Alliance on Mental Illness, 2022). We also discussed
how hope, motivation, and self-compassion are important parts of being mentally well (Mayo
Clinic Staff, 2019; National Alliance on Mental Illness, 2022; Neff, 2011).
Given the importance of self-compassion and self-esteem to mental wellbeing, we
focused on these topics throughout the module, emphasizing that we are all inherently worthy of
respect and care, including from ourselves, simply because we are human (Macinnes, 2006;
Neff, 2011). We discussed how taking care of our mental health involves recognizing our worth
as individuals, in our relationships, and in our communities regardless of how productive we are,
where we live, or what we look like (Neff, 2011; Tiggemann & McGill, 2004). We talked about
how hard it can be to show ourselves kindness when we are struggling, but that we can try
talking to ourselves the way we would respond to a friend if they told us about their challenges.
We learned about self-esteem through the lens of growth mindset theory, discussing how
building strong self-esteem involves viewing our mistakes and weaknesses as opportunities for
learning and growing. Prompted by a guided activity that asked participants to reflect on their
strengths and what they like about themselves, participants learned that when we have strong
self-esteem, seeing others doing well does not cause us to criticize ourselves because we
recognize our unique strengths and journey (Macinnes, 2006).22
We introduced and practiced as a group a variety of practical strategies that participants
could use to practice self-compassion and promote their mental health. These included listening
to guided bilingual meditations as well as coming up with calming and hopeful affirmations that
remind us of our inherent worth and common humanity – strategies that have been shown to
promote mental health (Álvarez-Pérez et al., 2022; Lynch et al., 2018). Participants came up with
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See Section IX: Future Directions for a commentary on the drawbacks of this activity.
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their own affirmations after we read out loud a few suggested affirmations.23 We expanded upon
the OIR method introduced in the Emotional Health module, discussing how it can be helpful for
responding with more choice and care to unpleasant thoughts. The short animated video You Are
Not Your Thoughts24 aligned perfectly with this concept and helped participants understand that
just like with our emotions, we can non-judgmentally observe and identify our thoughts (2019).
We also did a group drawing activity in which we drew places where we felt happy and at peace.
To promote mental health literacy, the module emphasized that people struggle with their
mental health in many different ways — some visible and others not — and that all ways are
valid. The most common signs of being mentally unwell were then discussed, which facilitated a
discussion about how mental health is closely connected with other elements of health— in
particular, how mental unwellness often changes one’s sleep, exercise, and eating habits (Dahl &
Lewin, 2002; Mayo Clinic Staff, 2019; National Alliance on Mental Illness). With the module’s
final sessions taking place at the beginning of May, the timing of the destigmatizing content
coincided perfectly with Mental Health Awareness Month. In these sessions we discussed how
common mental health issues are, including among youth, and emphasized that being unwell is
never something to be ashamed of (Lopez et al., 2018; Whitney & Peterson, 2019). To help
destigmatize seeking support for mental health challenges, a mentor, Program Coordinator, and I
shared our personal experiences with seeking mental health support, including how we overcame
fears and social stigmas around needing help. We talked about how important it is to seek help
from any trusted person if we notice signs of illness in ourselves or loved ones, and we learned a
variety of methods to offer support to someone struggling with their mental health. 25

The ones I suggested included “May I learn to accept myself as I am,” and “I am a work in progress.” See
Appendix I for more.
24
The video can be found here: https://www.youtube.com/watch?v=0QXmmP4psbA.
25
See Appendix I: Key Presentation Slides for an elaboration on what these methods are.
23
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The most common types of evidence-based treatments for mental illness were explained,
along with the message that there are many types of treatments that work for different people.
We discussed the benefits of belonging to community groups, mindfulness, meditation, exercise,
and creative outlets on mental health (Brown & Ryan, 2003; Hagerty et al., 1992; Heenan, 2006;
Mikkelsen et al., 2017). To introduce the concept of professional mental health care, we watched
a short animated video about the benefits of therapy. 26 Information about national and local
mental health resources was distributed, and participants were informed that organizations such
as Junta can help connect people to medical providers, including those who can discuss
medication options.27
We discussed factors that can contribute to mental health challenges, including stress,
genetics, the chemicals in our brains, and experiencing trauma (Mayo Clinic Staff, 2019). We
learned that trauma can be understood as the lasting effects on the wellbeing of someone who has
experienced something harmful (SAMHSA, 2014). To continue the umbrella metaphor
introduced in the Emotional Health module, we talked about how experiencing trauma can create
proverbial holes in our umbrellas, rendering us more vulnerable to stressors and less equipped to
respond to unpleasant emotions (Litz & Gray, 2002; Pacella et al., 2013). We made sure to end
on a positive note, emphasizing that it is possible to learn how to “patch the holes,” and that
therapy and other proven strategies can help with this (Lowe, 2021; Rothbaum & Foa, 2001).
4. Social Health
The fourth module aimed to support participants’ social health by facilitating ageappropriate discussions and activities to address social challenges that the literature indicated

26

The video was an edited version of The School of Life video Psychotherapy, available here:
https://www.youtube.com/watch?v=OxuZiqY5ypU.
27
In the Community Health module, Junta’s Director of Social Services Cheila Serrano elaborated on this topic.
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were prevalent among Hispanic youth, including loneliness, bullying, and social exclusion
(Candelo et al., 2017; Sullivan, 2021; Williams & Guerra, 2007). 28 The literature, especially
research documenting the many benefits of socio-emotional learning, indicated that program
participants would likely benefit from guidance and support regarding the following social health
topics: practicing empathy, responding to conflicts, setting personal boundaries, and
understanding stigma (DeLuca, 2020; Durlak et al., 2011; Elias et al., 1997). 29 Covering these
topics would assist participants in improving their relationships – a goal they all expressed
interest in on the baseline survey and a component of social health (Durlak et al., 2011).
Providing participants with the opportunities to strengthen their empathy and conflict resolution
skills would also help reduce the harms of bullying, harassment, and other forms of abuse, both
for participants and for those in their communities (Boncu et al., 2007; Feshbach & Feshbach,
2009).
First, social health was defined as our ability to form meaningful, rewarding relationships
with other people and interact in healthy, positive ways – a simplification of the widely-cited five
dimensions of social wellbeing proposed by Corey Keyes (1998).30 We linked the module to the
overarching OIR framework, discussing how social health, like all the other components of
health, involves observing and listening to our needs and preferences. Given the widespread
loneliness that social distancing requirements had engendered among youth – its own public
health crisis – and since some participants expressed an interest in making new friendships
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Demonstrating once more that components of wellbeing are interrelated, research has confirmed Émile
Durkheim’s well-known theory that experiencing these social challenges puts people at greater risk for physical and
psychological unwellness (Durkheim, 1897; Mushtaq et al., 2014; Wang et al., 2010).
29
The Mental Health module touched on the topic of avoiding unhealthy social comparisons, which the literature
indicated would also be beneficial for program participants’ social wellbeing (Neff, 2011; Tiggemann & McGill,
2004).
30
These abilities are mostly shaped by structural circumstances (Keyes, 1998).
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through the program,31 we then led lessons and activities about friendship (Sullivan, 2021). The
module addressed the topics of loneliness and friendship by acknowledging that as social beings,
humans need to form relationships and build connections in order to stay healthy. The concept of
belonging was introduced, which we defined as the satisfying feeling of being an important part
of something larger than ourselves, as well as the universal need to be an accepted and valued
member of a group (Hagerty et al., 1992). To solidify this concept, we did an activity where
participants shared moments when they had felt a sense of belonging.
Program Coordinator Abby Cohen led a session on friendships, in which she facilitated a
discussion about what makes a good friend. The group talked about how healthy, positive
friendships boost our mental and emotional wellbeing, helping to combat feelings of loneliness
or isolation (Shotton et al., 2018). She emphasized that we do not need to have everything in
common with our friends, as it is important to be friends with people with diverse backgrounds,
experiences, and interests. Next, she led a reflection activity where participants wrote down what
makes them a good friend, and she played the BrainPop video about friendship. 32
Next, we transitioned into a discussion about empathy, which we defined as the ability to
imagine and try to understand another person’s perspective (Cooper, 2011; Feshbach &
Feshbach, 2009). Participants had the opportunity to practice empathy through activities where
they were prompted to take on the perspectives of characters depicted in images. This activity
was also used to practice the four steps to resolving conflicts that were introduced to the group, 33
as participants were invited to act out these steps to resolve hypothetical conflicts with other

31

Appendix IV lists the survey questions participants answered.
The BrainPop video can be found here: https://www.youtube.com/watch?v=E5Fu3gABryI&t=1s.
33
See Appendix I: Key Presentation Slides for an elaboration of the four steps to conflict resolution.
32
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illustrated characters.34

Figure 8: The four steps to conflict resolution.
Throughout the module, various multimedia learning materials about conflict resolution
were used to engage participants35 and reiterate the steps we discussed. Per one participant’s
suggestion, we celebrated Brother’s Day on May 24, which prompted a discussion about how
conflicts are prone to happen among siblings and family members, highlighting the importance
of following the steps to conflict resolution to restore family peace.
The rest of the module was largely dedicated to discussing personal boundaries. 36
Inspired by the framing suggested by the Irish National Centre for Youth Mental Health (2021),
the concept was introduced using a bubble metaphor: “We each have our own bubble that keeps
us safe and protected. There are many things that we might want to keep out of our bubble in

34

See Appendix III for suggested culturally-responsive updates to this activity that would enhance participation
engagement and satisfaction.
35
The two videos can be found at: https://www.youtube.com/watch?v=jg_Q34kGsKg and
https://jr.brainpop.com/health/feelings/conflictresolution/.
36
See Section IV for commentary on the cultural-responsiveness of this topic.
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order to stay safe. These things can be physical, like germs or someone’s touch, or they can be
emotional, like hurtful words or disrespect.” With the help of a graphic made by the Mexican
government depicting a superheroine cleverly named Susana Distancia (Spanish for “your
healthy distance”), individuals’ bubbles were likened to the six-foot radius of personal space we
needed from others when indoors during the pandemic (Verza, 2020).

Figure 9: Graphic illustrating personal boundaries in the pandemic context.
We discussed various examples of physical and emotional boundaries, emphasizing that
we have the right to set personal boundaries with others. Participants shared their experiences
setting boundaries in the past. Several essential messages were communicated during these
lessons, including: (1) We all have preferences and boundaries, including how we want others to
talk to us and talk about us; (2) You do not have to sit silently in discomfort; and (3)
Understanding and respecting your own boundaries is a form of self-compassion that boosts your
wellbeing (Buck, 2015; Cloud & Townsend, 1992; Pluut & Wonders, 2020). We discussed how
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people’s boundaries may be different, using a clip from Finding Nemo to illustrate the concept.37
The clip was also useful for its portrayal of how characters handle conflict, after which
participants were asked whether Dory and Marlin followed the steps to conflict resolution that
we had introduced.
Next, we did an activity in which we went around and shared what names or nicknames
we like to go by, and then talked about what it has felt like to be teased or called hurtful names.
This activity helped participants arrive at the conclusion that we all want to be treated with
respect, and that each person’s identity is worthy of respect. We discussed how communicating
our preferences and boundaries related to our identity helps to promote respect and social
wellbeing, including by empowering others to express their needs and preferences (Buck, 2015;
Cloud & Townsend, 1992).
To deepen participants’ understanding of personal boundaries, we connected the concept
to the outdoor education framework of individuals having a comfort zone, a learning zone, and a
panic zone that evolve over time (Panicucci, 2007), illustrated below:

37

The clip, from when Dory and Marlin debate going through or over the ominous trench, can be found here:
https://www.youtube.com/watch?v=mljnAmg60sg.
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Figure 10: Graphic connecting discussion about personal boundaries to comfort zone, learning
zone, panic zone model.

We wrapped up the lessons on personal boundaries with a discussion about how
important it is to speak up as soon as possible when a physical boundary has been crossed, telling
a trusted person if anyone ever touches them in a way that makes them uncomfortable. We
explored some ways we might be able to tell when someone has crossed one of our boundaries,
including what physical, emotional, and mental signs to look out for in ourselves.
The concept of stigma was introduced to the group to help participants identify
stigmatizing language and behavior in their daily lives and help them avoid internalizing and
inadvertently perpetuating harmful stigmas. We defined stigmas as cultural ideas around what is
acceptable and what is looked down upon (Hatzenbuehler et al., 2013). We talked about how
some stigmas are useful, such as the stigma around not wearing a mask indoors during the
pandemic, and how other stigmas are harmful and unjust. Participants learned that harmful
stigmas exist because of ignorance, fear, and silence, and that stigma creates feelings of shame
and stress because humans are social creatures (Kemeny et al., 2004). To deepen participants’
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understanding of the distinction between harmful and helpful stigmas, we did a group activity
where participants were provided with a list of stigmas, from which they were asked to identify
which one was helpful (for example, the stigma towards drunk driving) and which ones were
harmful.
To summarize and conclude the module, participants were reminded of the “Golden
Rule” found throughout most religions and cultures – to treat others the way you want to be
treated – along with its often overlooked but equally important inverse: to treat yourself the way
you treat others.
5. Community Health
Collaborations with Program Coordinator Victor Torres and Cheila Serrano shaped a
large portion of the final module. Victor facilitated a session on culture, in which the concept
was defined and discussed through engaging activities that emphasized New Haven’s cultural
diversity. In another session, Ms. Serrano led a discussion about community resources, including
the support that Junta provides its constituents in connecting to healthcare providers.
Other lessons and activities in this module were informed by the literature on the major
challenges to community health that Hispanic residents of the New Haven area were likely to
experience, followed by an analysis of the risk factors for experiencing those challenges that
were most changeable through a virtual youth program. This approach led to the inclusion of
content that would be most likely to yield the largest benefits to participants’ community
wellbeing. Local organizations and the scientific literature indicate that the main community
health challenges that New Haven’s Hispanic community faces include social fragmentation, low
civic engagement, disempowerment, environmental injustices, housing insecurity,
unemployment, and structural disadvantages (Bullard, 2007; Candelo et al., 2017; Junta for
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Progressive Action, 2021; Rios et al., 2012; The Community Foundation for Greater New
Haven, 2013; Unidad Latina en Acción, 2021; Velasco-Mondragon, 2016). To promote social
cohesion, community empowerment, and community engagement among participants, the
module (1) introduced participants to the concepts of community, community health, and
collective action; (2) facilitated a discussion about what communities participants are a part of,
what they like about those communities, and what they would want to change about them; (3)
prompted participants to reflect on whether community leaders achieved progress alone or with
the help of others; and (4) fostered participants empathizing with their community members
(Sleeter, 1991; Wallerstein & Bernstein, 1994). We also celebrated Earth Day together,
discussing climate change and environmental conservation – in turn, promoting social cohesion
and collective action for environmental justice.
After soliciting participants’ definitions and feelings towards the word “community,” the
following definition was suggested: a group of individuals who share one or more characteristics
(Wallerstein & Bernstein, 1994). We connected the definition to the session Victor Torres led
about culture, noting that cultural groups are communities because the people in the group share
cultural customs and practices. The concept of community health was introduced as the
combination of the health of all individuals in a community. We then discussed that when an
individual cares for their health, they are improving the health of their communities, using the
hypothetical example of a parent taking a nap to rest before making family dinner.
The next section of the module focused on change-making. We talked about how we all
have individual agency, meaning each participant has the power to make a real difference in their
communities. We all stood up and said together, “I am powerful! ¡Soy poderoso/a! We are
powerful! ¡Somos poderosos!” The exploration of individual agency was paired with a
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discussion about how most change requires collective action, which we defined as many people
contributing according to their strengths and capacities. Participants learned about Hispanic
change-makers who mobilized others, highlighting how big changes require collaboration and
teamwork.
Our final lesson, inspired by the Socio-Ecological Model, was the importance of
reminding ourselves of the following three truths when life gets hard: that we are individuals
with unique strengths and experiences, that we have meaningful relationships, and that we are an
important part of many communities. To foster empathy, social cohesion, and community health,
we talked about how these statements apply to everyone, including people in our communities
we do not know much about (Feshbach & Feshbach, 2009).
VII. Evaluation of Curriculum
After reviewing various evaluation frameworks, I concluded that the most appropriate
method to evaluate the first implementation of the OIRemos intervention would be to combine
an outcome evaluation framework and a process evaluation framework. An outcome-based
evaluation methodology seeks to assess whether and to what extent the outcomes of a public
health intervention were achieved, while a process-evaluation delves deeper into the reasons for
the observed outcomes of a public health intervention (Rural Health Information Hub, 2017).
The decision to do both was informed by the characteristics of the curriculum and of Junta’s
2021 youth program, as well as by the utility that an evaluation following these two frameworks
would provide to Junta’s leadership. The resulting evaluation could serve the following purposes
for Junta leadership: (1) inform decisions about implementing the curriculum in the future, (2)
guide modifications to the curriculum and youth program to address the weaknesses of their
2021 versions, and (3) support Junta’s fundraising and grant-writing efforts to increase
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organizational resources.
1. Outcome Evaluation
The following outcome evaluation examines how well the curriculum achieved the ten
goals that the Program Coordinators and I defined at the outset in February 2021. The second
column lists the degree to which the goal was met on a four-point scale: unmet (1), moderately
well met (2), well met (3), or exceeded (4). The observations and determination of outcomes was
based on participants’ responses to survey questions; qualitative feedback offered by
participants, mentors, and Program Coordinators during program sessions; culminating
interviews conducted by Michaela Markels; tabulated reflections that Program Coordinator Abby
Cohen shared with me; as well as my own impressions of the curriculum and its implementation.

Goal
1

Outcome

Provide participants with a Exceeded (4)
basic understanding of how
to care for their physical,
emotional, mental, social,
and community health.

Observations
Participants learned about the five components of
health and were introduced to many evidence-based
health-promoting concepts, the majority of which were
new to them. By the end of the semester, participants
were able to name the five elements of health and
identify ways to care for themselves in each of these
five areas.
Compared to their survey responses at the beginning of
the program, by the end of the 17 weeks, participants
reported sleeping more hours, exercising more often,
and feeling hopeful/optimistic more frequently.

2

Promote participants’
understanding of how these
five elements of health are
all interconnected.

Moderately
well met (2)

Participants learned about the differences and
interconnections among the five elements of health,
recognizing the ways in which they impact their own
lives. Participants were able to recall examples from
their own experiences of how a change to one area of
their health had affected another aspect of their health,
such as a physical injury negatively affecting their
mood and self-esteem.
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3

Provide participants with
Well met (3)
the opportunity to learn
tangible emotion regulation
and stress management
skills.

In the Emotional Health and Mental Health modules,
participants learned a variety of emotion regulation and
stress management skills. Participants enjoyed using
strategies such as breathing exercises and stretching to
help with emotion regulation, and were able to
recognize and articulate their emotions as they learned
ways to self-regulate. Some participants expressed a
lack of prior experience with tuning into their emotions
and bodily sensations, highlighting the importance of
the opportunities the curriculum brought for
participants to learn and practice useful self-awareness
skills.

4

Help participants recognize
and feel confident in their
own worth, resiliency, and
potential.

Moderately
well met (2)

At the beginning of the program, in response to the
survey question “In the past week, how confident did
you feel in your self-worth?,” some participants
reported having rarely felt confident in their self-worth.
By the end of the program, all participants reported
having felt mostly confident or very confident in their
self-worth. According to a mentor, towards the end of
the program, participants were able to recognize that
their challenges are hard “but we can work through this
and we can get there together” (Kate, 2021).
Participants shared that they were appreciative of
having a space where they felt supported and
appreciated by their peers, their mentors, and the
coordinators.

5

Provide a space where
participants could feel
comfortable sharing about
their lives, challenges, and
feelings.

Well met (3)

Over the course of the semester, participants opened up
with the group more, sharing what was going on in
their lives and how they were feeling – including
sharing unpleasant feelings at times.

6

Facilitate open and honest
Well met (3)
discussions about the social
and emotional difficulties
that Covid-19 had created,
highlighted, and/or
exacerbated for
participants.

Throughout the program, participants shared their
feelings toward virtual schooling, conveying their
fatigue and frustrations over not seeing their friends
and needing to be on screens for much of the day.
Participants also talked about the challenges of
returning to in-person learning.
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7

Help participants set and
work toward their health
goals.

Moderately
well met (2)

In some modules, Program Coordinators and mentors
helped each participant create measurable, achievable
health goals, such as “Sleep for 8 hours each night next
week.” Mentors also set health goals for themselves.
Mentors and participants checked in with each other on
the status of their goals to help keep each other
accountable.

8

Foster healthy social
connections among
participants and mentors
through engaging, ageappropriate group
activities.

Moderately
well met (2)

Participants enjoyed working with their mentors,
though in some cases, there was a lack of consistency
in the mentor participation (or the participant
participation), which made it difficult to establish those
connections. Participants enjoyed the activities and
games that allowed them to engage with other
participants as well as their mentors, especially Show
and Tell, online Pictionary, and group stretching to
music. Towards the end of the program, participants
felt more comfortable turning on their cameras during
group activities.

9

Introduce and allow
participants to practice
useful, destigmatizing
skills and vocabulary to
more effectively identify
and advocate for their
needs in academic, social,
and medical settings.

Exceeded (4)

Participants were very curious about learning new
vocabulary, asking clarifying questions and trying to tie
the new words to their experiences and emotions. They
were not always able to recall new terms from week to
week, but the curriculum incorporated review activities
of important terms to help reinforce previous learning.
Participants learned the OIR method of nonjudgmentally observing how they feel physically and
emotionally, identifying those feelings in words, and
responding with care. The OIR method helped
participants feel more comfortable experiencing and
calmly expressing unpleasant emotions, which will
enhance their ability to identify and advocate for their
needs. Participants were also introduced to the notion
that therapy can benefit everyone and that it is not
shameful to seek professional counseling or help from
others for their mental health needs. These concepts
were particularly relevant for participants who
expressed having internalized stigmatizing views
toward being in therapy and who were struggling with
their mental wellbeing. Additionally, by learning and
practicing the skill of setting personal boundaries,
participants finished the program better equipped to
advocate for their needs – growth that they recognized
in themselves according to their survey responses.
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10 Provide participants with
the opportunity to discuss
different aspects of their
identities, including what
brings them happiness.

Well met (3)

Over the course of the program, participants became
increasingly willing to share details about their
neighborhoods, their pets, their sibling relationships,
and their family heritage. They shared reflections on
the places and activities that made them happy,
including drawing, spending time with family, and
participating in their extracurricular activities. The
session Victor led on culture facilitated participants
opening up about their cultural traditions.

In addition to yielding these successful outcomes, the program helped participants boost
their health literacy, given that all participants said that their English improved over the course of
the program. In the New Haven area and throughout much of the United States, English
proficiency directly influences “the degree to which individuals can obtain, process, understand,
and communicate about health-related information needed to make informed health decisions” –
Berkman and colleagues’ definition of health literacy (2010). Low health literacy is a barrier to
wellbeing for many Hispanic residents of the U.S (Velasco-Mondragon, 2016). By meeting its
ten initial goals as well as improving participants’ English health literacy, the curriculum
successfully contributed to efforts that Junta for Progressive Action has been leading to advance
health equity and promote the wellbeing of Hispanic residents of the New Haven area.
In line with the CDC’s Framework for Program Evaluation, the questions for this
outcome evaluation were crafted collaboratively with key stakeholders – in this case, Program
Coordinators (Centers for Disease Control, 1999). This evaluation is limited by the program’s
small number of participants and absence of a control group, which prevented us from
comparing participants’ outcomes to the growth that non-participating students experienced
between February and June 2021. If the program had sufficient resources, we would evaluate the
long-term impact of the curriculum using an experimental or quasi-experimental study design,
with a larger intervention group and a control group. Another weakness to this outcome
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evaluation is that some participants were not able to fully respond to the final survey questions. I
suggested to Junta that we follow up with participants and their parents to see how they are
doing.
2. Process Evaluation
To evaluate the quality of the curriculum’s implementation – i.e., the degree to which it
was consistent with the initial plan, the underlying theories, and the needs of the community38 – I
conducted a process evaluation of the Spring 2021 iteration of the curriculum. I followed the
process evaluation framework that Saunders and colleagues outlined for targeted healthpromoting programs (2005). After weighing a range of potential process questions that could be
asked, I decided to focus the process evaluation on the following five areas relevant to the
program: (1) the fidelity of the curriculum’s implementation, (2) participant engagement and
satisfaction, (3) the program’s reach, (4) the program’s approaches and challenges to recruitment
and retention, and (5) and contextual barriers to curriculum implementation and outcomes.
Below is a summary of my findings, followed by an elaboration for each of the five areas.

Fidelity

Data sources

Tools/Procedures

Program
Coordinators;
MCK

Qualitative
feedback;
reflections

Evaluation
question(s)
To what extent was
the curriculum
implemented as
planned?

Observations
The curriculum was largely
implemented as planned,
although sometimes we were not
able to get through all the
material on a given day due to
students arriving late or there
being too much material for the
time allotted.

These would include the needs of program participants, mentors, coordinators, and Junta’s network of local
Hispanic families.
38
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Participant
engagement
and
satisfaction

Reach

Participants;
Program
Coordinators

Program
Coordinators

Recruitment
Program
and Retention Coordinators;
MCK
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To what extent was
the intervention
implemented
consistently with the
underlying theory and
philosophy?

The curriculum’s implementation
was highly consistent with socioecological theory and growth
mindset theory. The
implementation was moderately
consistent with the theories of
Human-Centered Design and
Social Cognitive Theory.

To what extent were
participants engaged
with the curriculum
materials?

Participants seemed very
engaged with the materials,
though sometimes they were shy
to participate or answer
questions. Their engagement was
aided by the small group size and
1:1 interactions with mentors, but
was suboptimal due to the virtual
delivery format.

To what degree did
participants enjoy
and/or express
satisfaction with the
curriculum?

Participants expressed great
satisfaction with the program and
curriculum. Participants shared
that they enjoyed the curriculum
and having the opportunity to
learn and discuss health topics.

Attendance log

How many Junta
constituents
participated in the
program?

Due to recruitment challenges,
the curriculum did not reach the
program’s target number of
participants, as there were only
three participants and three
mentors with consistent
attendance.

Contact log;
meeting notes;
correspondence
with Junta staff;
reflections

What procedures were
used to attract
participants to the
program?

Coordinators and Junta staff
advertised the program on social
media and called parents in
Junta’s network, including
parents of previous TNP
participants, to encourage
enrollment. With permission
from Junta staff, I also posted
flyers39 advertising the program
in a health center and store in
Fair Haven.

Qualitative
feedback; surveys
at program
midpoint and
culmination;
reflections

See Figure 11 for flyer design.
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What obstacles
hindered participant
recruitment?

Recruitment obstacles included
the lack of a precedent at Junta
for virtual youth programming,
other concurrent options for
virtual tutoring, the timing of
recruitment efforts, participants’
and parents’ busy schedules, the
format of the online registration
form, and organizational resource
constraints that hindered
partnership formation.

What procedures were
used to promote
participants’
attendance in program
sessions?

Retention efforts consisted of
sending participants’ parents a
reminder through the Remind
app before every session, and
calling parents individually
whenever their child was absent.

What barriers hindered Barriers to retention: other
participant retention?
demands on participants’ time,
not having a quiet space/stable
internet connection/electronic
device to join Zoom sessions.
Contextual
barriers

Program
Coordinators;
MCK

Reflections;
correspondence
with Junta staff

What factors in the
organization,
community, or social
context could
potentially affect
either intervention
implementation or the
intervention outcome?

Participants’ exposure to
structural and social risk factors
of poor health likely impeded the
curriculum’s impact. The
program’s short duration relative
to students’ continued need for
comprehensive, holistic health
education further constrained the
potential benefits that
participants may experience from
the curriculum.
Resource constraints prevented
the timely purchase of supplies
for participants.

A) Fidelity of Implementation
Qualitative feedback from Program Coordinators and my own reflections support the
conclusion that the curriculum’s implementation was mostly consistent with the theories and
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philosophies that undergirded and inspired it, which are described in Section V: Theoretical
Bases and Section IV: Cultural Responsiveness.
The curriculum implemented socio-ecological theory with high fidelity, as many
components of its design and delivery were based on this theory. In particular, the overarching
theme that the dimensions of health we discussed were all interconnected is rooted in the notion
that health is affected by the interactions between an individual and their social and
environmental contexts. Additionally, our decision to focus on community health, collective
action, and empowerment in the final module of the curriculum operationalized socio-ecological
theory.
The curriculum implemented the theory of Human-Centered Design fairly well. I
consistently encouraged student questions, embedded opportunities for feedback, and shaped
activities around the participants’ needs and preferences.40 For instance, some participants noted
in the baseline survey that they were interested in socializing and making friends during program
sessions, so I incorporated plenty of group activities and discussions throughout the curriculum.
Principles of active learning supported this approach (Armbruster et al., 2009), as did Social
Cognitive Theory, whose basic premise is that people learn by observing others’ actions in
addition to their own (Bandura, 1986; Glanz & Bishop, 2010).
The order of the modules was participant-centered with more familiar topics covered first
so that they had time to get to know and trust the Program Coordinators, mentors, and each other
before introducing more sensitive topics, such as mental wellbeing. In line with tenets of active
learning, I incorporated participatory and engaging activities as much as possible, and otherwise
connected key concepts to appealing, memorable imagery (Office of Cancer Communications,

40

The baseline and midpoint surveys especially helped with this. The survey questions can be found in Appendix
IV.
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1992). The curriculum posed many questions to participants that prompted them to apply the
concepts to their own lives, such as, “Can you think of a time when you faced a challenge and
demonstrated resilience?” I shared with the group relevant stories about some of my personal
health challenges and growth experiences to offer insights, earn participants’ trust, model
vulnerability, and encourage others to share stories of their own (Sullivan, 2021). Although the
curriculum included some opportunities for participants to practice skills such as conflict
resolution, had our sessions been more focused on imparting and practicing skills, the fidelity
with which the curriculum implemented principles of active learning, human-centered design,
and student-centered instruction would have been greater. 41 Had the curriculum featured a
greater number of participatory activities and introduced fewer definitional concepts, participant
engagement and satisfaction could have been enhanced.
The curriculum and program overall implemented the Human-Centered Design
philosophy of non-maleficence with high fidelity, in particular because the design and
pedagogical approaches were intentionally trauma-informed. We successfully created a space
where participants felt comfortable sharing about their experiences during the pandemic. The
Program Coordinators, mentors, and I strived to create an inclusive atmosphere in which all
participants felt emotionally safe, accepted, comfortable, and free from harassment (McInerney
& McKlindon, 2014; Ontario Ministry of Education, 2019). The Mentor Handbook we created,
and which all mentors agreed to, specified these important principles. The Program Coordinators
and I also tried to promote participants’ safety in every physical activity we did by reminding
participants to listen to their bodies and move gently.
In order to avoid the possibility of re-traumatization and overwhelm, we did not push

41

See Appendix III for more recommended updates to the curriculum.
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participants to talk about Covid-19 and its impacts. As Program Coordinator Abby Cohen stated,
given the young age group, “we need to be very intentional in our approach and our language”
that we use to talk about the pandemic, as “there could be value in this space not further
contributing to [the] overload” of discussions about pandemic concerns that participants were
likely exposed to outside the program (2021). For this reason, we emphasized that the survey
questions about participants’ experiences related to Covid-19 infection were optional. The
Mental Health module included information about local trauma recovery and mental healthcare
resources, such as those offered by Clifford Beers Whole-Family Mental Health Care. In this
way, the youth program “reinforce[d] the existing social capital of youth found in their families
and ethnic communities and work[ed] to expand it by strengthening ties to networks and
resources in the greater community,” meeting one of the recommendations of the Oregon 4-H
Latino Outreach Project (Hobbs & Sawer, 2009).
The curriculum seamlessly implemented principles of harm reduction, especially in its
approach to discussing techniques that participants could use to promote their physical and
mental wellbeing using the resources they had access to.
The curriculum included many intervention strategies aimed at promoting participants’
self-efficacy that are supported by Social Cognitive Theory, including guided skill practice, goalsetting, and role modeling (Bandura, 1986; Glanz & Bishop, 2010). Throughout all five modules
participants had opportunities to practice the skills we introduced with gentle, constructive
feedback, more time for reviewing prior skills would have been helpful. Goal-setting activities
were included in all the modules except for Social Health, but could have been incorporated into
that module too. Furthermore, although the role models demonstrating the skills were all fewer
than 15 years older than the participants, spoke the participants’ native language(s), and resided
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in New Haven, the fact that some of the role models, including myself, were not Hispanic may
have hindered participants’ identification with them, reducing the potential benefits of the
modeling activities. These features of the first delivery of the curriculum weakened the fidelity
with which it manifested Social Cognitive Theory.
The curriculum was highly consistent with growth mindset theory, as it featured many
activities and lessons designed to promote self-compassion, strong self-esteem, and healthy goalsetting in participants. The delivery of the curriculum was also in line with growth mindset
theory in that Program Coordinators, mentors, and I celebrated participants’ effort and growth
over their mastery of topics or skills.
The OIRemos curriculum implemented principles of socio-emotional learning with high
fidelity, as it touched on all five of the core competencies of SEL: The Emotional Health module
helped participants “recognize and manage [their] emotions,” the Emotional and Mental Health
modules supported participants in “setting and achieving positive goals,” the Social Health
module’s focus on empathy helped participants “appreciate the perspectives of others,” the OIR
framework facilitated responding to situations with more care, which may help participants make
more “responsible decisions,” and the activities on conflict resolution in the Social Health
module gave participants an important tool they can use to “handle interpersonal situations
constructively” (Durlak et al., 2011). CASEL refers to the first core competency listed as selfawareness, which they explain includes healthy identity development (CASEL, 2022). The
curriculum successfully incorporated each of the three strategies for youth development
practitioners that Xing and colleagues suggest in their book chapter Identity Development in
Adolescence: Implications for Youth Policy and Practice: “(1) encourage adolescents to explore
social issues, (2) encourage adolescents to reflect on their experiences, and (3) give adolescents
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opportunities to engage in decision-making” (Xing et al., 2015). Additionally, the program
provided participants with a comfortable space where they could interact and connect with
people outside of their family, which facilitated the socio-emotional learning objectives of
fostering healthy identity development and developing positive relationships (CASEL, 2022).
The OIRemos curriculum implemented the four recommended practices to develop
students’ SEL skills moderately well: (1) Its skill development activities were fairly connected
and coordinated, but they did not always follow a “sequenced, step-by-step training approach”
(Durlak et al., 2011). Future iterations of the curriculum will attempt to more thoroughly
implement this recommended practice. (2) As mentioned in the human-centered design portion
of this section, OIRemos incorporated many but likely not enough participatory activities to help
youth learn new skills. (3) The curriculum did have “at least one component devoted to
developing personal or social skills,” so it fulfilled this recommendation (Durlak et al., 2011). (4)
The fourth recommended practice was not met, as the curriculum’s goals and evaluative methods
did not explicitly target or measure changes to participants’ specific SEL skills. Future versions
of the curriculum ought to implement this practice.
Although I attempted to design the curriculum in the most culturally-responsive42 manner
possible, I did not perfectly succeed. I could have done more to reflect on power relationships
and my own privilege with program participants to promote their cultural safety and
empowerment (Muhammad et al., 2015; Smith et al., 2017). If I could go back in time, I would
also choose a different image in the first module to represent The Three Pillars of Physical
Health because it evoked a Greek temple, which is neither culturally relevant nor responsive to
the participant population. In future iterations of the curriculum, I will replace this image and
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See Section IV: Cultural Responsiveness.
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framing with a triangle, with nutrition, movement, and sleep each representing one side or point
of this stable shape. 43 Additionally, my research following the delivery of the curriculum
suggests that the concept and value of personal boundaries covered in the Social Health module
may be “unfamiliar to many cultures, especially so-called ‘group-orientation’ or ‘collectivist’
cultures” (Wong, 2019). Future use of this curriculum would require collaboration with Junta
community members to ensure that if this topic is taught again, the related curriculum
components are culturally-responsive.
B) Participant Engagement and Satisfaction
Qualitative feedback from participants, mentors, and Program Coordinators, as well as
survey responses from participants at the program’s midpoint and culmination support the
conclusion that despite the challenges of teaching virtually, participants seemed mostly engaged
and satisfied with the curriculum and enrichment program. On Mondays and Wednesdays, some
participants would join the sessions only for the introductory health-promoting group activities
even if they did not have any homework to later work on with their mentor, which was indicative
of how much the participants enjoyed the curriculum programming. Midway through the
semester, one participant said, “I’m in a lot of after-school programs, but this one is my
favorite.” All respondents to the midpoint survey rated the level of teaching provided as “5 –
excellent” on a five-point scale. Unfortunately, one participant did not want to participate in the
final review activity because he had a previous negative experience playing Jeopardy in school.
Alternative review activities are suggested in Appendix III: Recommended Updates to the
Curriculum.
The program’s virtual delivery format facilitated participants’ engagement by allowing
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them to join sessions from any location without the risk of Covid-19 transmission, but also
hindered engagement by contributing to their screen fatigue and distractibility. One participant
shared that he was enrolled in many online extracurricular programs, citing this as the cause of
his exhaustion and inability to engage in our activities on some days. Given that participants
attended their New Haven Public School classes online throughout the duration of the program,
participants’ engagement and satisfaction was understandably stifled by the program’s virtual
format. The Zoom format also made it difficult to gauge participants’ understanding and
feelings, especially if their cameras were off.
The program’s small size brought a number of advantages, including participants
receiving more individualized attention from mentors and coordinators. Having fewer
participants meant that we were able to get to know each participant very well, and the impact of
the curriculum was more evident through participants’ notable progress. Additionally, the
group’s small size allowed the Program Coordinators and me to devote time to connecting
participants in need of extra support to appropriate community resources.
The structure of the program that included two hours of one-on-one interactions between
participants and mentors in Zoom breakout rooms allowed for curriculum concepts introduced to
the group to then be reviewed and applied in individual settings. For example, mentors reported
following up with their mentees regarding their health goals and checking in with each other
from week to week to support each other’s progress.
C) Reach
With only three program participants and three mentors, the curriculum’s reach into the
New Haven area’s Hispanic youth population was low and did not meet the Program
Coordinators’ plan to serve 20 students. The program’s low enrollment confused and surprised
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the Program Coordinators, who had conducted a community needs assessment in October 2020
indicating that one-on-one tutoring and afterschool youth programming was a pressing need
among Junta’s constituent families.
D) Recruitment and Retention
The strategies that Junta staff, Program Coordinators, and I used to recruit participants
included making bilingual posts about the free enrichment and tutoring program on the
organization’s Facebook page, which had about 2,000 followers in 2021. We also made dozens
of phone calls to families in Junta’s network with children in Grades 3 through 8, contacted the
parents of participants in the December 2020 pilot program, and hung flyers at health centers and
stores in the Fair Haven neighborhood.

Figure 11: English version of the recruitment flyer I made.
Nonetheless, the barriers to recruitment were significant: This was the first time that
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Junta offered any online youth programming as well as the first time The Neighborhood Place
included any health-focused educational content. While Junta families were familiar with
previous iterations of TNP, the program’s different focus and virtual format were completely
new for families, which may have affected recruitment. Additionally, enrollment numbers likely
suffered because the program began in the middle of the academic calendar, and recruitment
efforts did not commence until after New Haven Public Schools’ winter break, when students
and parents were less likely to be searching for new extracurricular activities. Students may have
already joined other virtual tutoring programs, of which there were many in the spring of 2021.
Another potential barrier to recruitment was the Google Form enrollment format, which may
have been new to parents and dissuaded them from registering their child(ren). Furthermore,
Junta’s funding and staffing constraints, combined with the organization needing to prioritize
meeting its constituents’ needs for other social services, limited the organization from
implementing the suggestions the Program Coordinators and I proposed to increase recruitment,
such as hanging flyers more widely and partnering with local health centers and schools.
The participant retention strategies the Program Coordinators employed included
reminding parents of upcoming sessions through the Remind app and contacting parents
individually whenever their child was late or absent from a session. Participant retention in the
program was occasionally hindered by other demands on their or their family’s time. Some
participants did not have a reliable internet connection, an electronic device, or a quiet space that
they could use to join every Zoom meeting. Despite occasional absences, attendance was
generally high.
E) Contextual Barriers to Implementation and Outcomes
Access to evidence-based and culturally-responsive health education is but one of many
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structural factors that influence health outcomes and inequities (e.g., Damio, 2006; VelascoMondragon, 2016). The OIRemos curriculum will not protect participants from experiencing
other structural and sociocultural factors that may harm their wellbeing. For instance,
participants may still be exposed to harmful advertising and media influences and may still
experience limited access to culturally-responsive healthcare, nutritious food options, and safe
recreation areas. Structural changes, including the provision and redistribution of material
resources, are necessary to address the fundamental causes of health problems and inequities.
Moreover, given that the program lasted only 17 weeks, one curriculum is not sufficient to meet
participants’ continued need for age-appropriate comprehensive health education as they develop
through childhood and adolescence.
Unfortunately, additional contextual factors that hindered the full implementation of the
curriculum included Junta’s resource constraints and my delay in suggesting supplies, both of
which prevented the Program Coordinators from being able to purchase for participants the
socio-emotional learning workbooks and health-promoting apps I suggested we incorporate into
our programming in time for us to use them. Junta was able to purchase socio-emotional learning
workbooks44 for the students as gifts following the completion of the program.
VIII. Future Directions
Even though many Covid-19 restrictions are being lifted, the OIRemos curriculum will
remain relevant to young people for the foreseeable future given the lack of socio-emotional
teaching in schools. Students, in particular Hispanic youth, will continue to need culturallyresponsive, holistic health education as well as supportive spaces that help them process the
challenges of the pandemic. If the organization’s staff wishes and has the capacity to resume
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https://gozen.com/journal/.
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offering youth programming, Junta will be able to use the curriculum indefinitely. The
curriculum format is flexible in that it can be modified for in-person, virtual, and hybrid delivery
and can be easily shortened or expanded to include more lessons and activities. OIRemos is also
scalable to a larger participant group. I have shared with Junta staff this document, including my
evaluation of the 2021 delivery of the curriculum, for them to incorporate into future
programming as they see fit.
The location of the Junta House on Grand Avenue, directly across the street from a Pre-K
to 8th Grade New Haven Public School, makes a symbiotic partnership between Fair Haven
School and Junta’s future youth programs ideal. According to Program Coordinator José Garcia,
if Junta were to resume its in-person youth programming, participants attending Fair Haven
School could once again simply cross Grand Avenue after the school day ends and “find a
second home,” including “friends to be in community with” (2021). Junta could also partner with
health centers such as Fair Haven Community Health Care and Clifford Beers Whole-Family
Mental Health Care so that medical providers could refer patients who might benefit from
Junta’s youth program. These partnerships would bring together diverse stakeholders from
multiple sectors (e.g. education, healthcare provision, social services), and would make Junta’s
program part of a multi-level structural approach to health promotion, increasing its potential
impact on participants’ health outcomes (Brown et al., 2019).
Depending on the staff’s vision for future youth programming, Junta could also partner
with other organizations in the area that provide after-school enrichment to youth, such as
Leadership, Education and Athletics in Partnership (LEAP) and New Haven Reads to share
resources and recruitment strategies. Future implementers of the curriculum at Junta might
consider following up with 2021 mentors to see if they would be interested in facilitating the
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program, pursuing a Leaders In Training model similar to LEAP’s where former participants
become trained as leaders within the organization. Ideally, a bilingual member of New Haven’s
Hispanic community with whom participants could identify would facilitate the curriculum, and
Junta would have the staffing and funding capacity to provide them with adequate administrative
support.
If Junta were interested in continuing to implement this curriculum in the future, one
recruitment approach that might boost enrollment would be to create a bilingual video about the
program with testimonials from 2021 participants and mentors, which Junta could post on its
website and social media platforms. Junta staff could also distribute flyers with program
information more widely throughout the city, including in public libraries, schools, and at the
Dixwell Community “Q” House. If funding permits, Junta could mail flyers to families in its
constituent database that have children in Grades 3-8. To improve participant retention, Junta
could consider incentivizing attendance by announcing that at the end of the program,
participants and their parents will receive a gift if participants take part in a certain percentage of
sessions.
This holistic health curriculum could be a valuable resource for other organizations and
schools interested in offering health-promoting programming to youth. As such, I plan to
incorporate the recommended updates listed in Appendix III and then offer the curriculum to
other organizations that might be interested in implementing it with their young constituents.
IX. Reflections and Conclusions
I feel extremely grateful for the opportunity to engage with and learn from members of
New Haven’s Hispanic community through this project. I also appreciate the flexibility and grace
that Junta staff and my advisors have shown me in allowing me to submit this thesis later than
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initially anticipated. Chronic physical and mental ailments delayed submission of these
materials, but my challenges also made working on the OIRemos curriculum particularly
meaningful given the closeness of its lessons to my own lived experiences. The difficulties and
triumphs I have experienced in managing my chronic health issues while working on this project
reaffirmed the necessity of healthy social and environmental contexts, as well as skill practice, to
resilience and wellbeing – health knowledge alone is not enough. This lesson is but one of many
gifts that the journey of developing, implementing, and evaluating OIRemos has given me,
confirming Victor Torres’s remark in our final program session that the journey to our goals
often matters far more than the destination.
My progress was also slowed by my spending more time and energy creating new
intervention materials for this project than was strictly necessary – a common mistake among
public health interventionists. While it would have been more efficient to incorporate more
existing lesson plans and socio-emotional learning activities into the curriculum, I and the
participants also benefited from an entirely original project in curriculum development. Unlike
pre-existing lessons, the bilingual, culturally-responsive materials that I created for this project
were tailored to the organization’s needs, the pandemic context, and the participant population of
Hispanic youth. Furthermore, pre-made lesson plans available online are largely monolingual
and reductionist, failing to highlight the connections between the dimensions of health.
Although OIRemos was imperfect and it served a much smaller group of participants
than what Junta staff, Program Coordinators, and I anticipated, its beneficial outcomes indicate
three important conclusions: (1) culturally-responsive curricula that holistically incorporate
evidence-based health-promoting interventions can constructively address some of the health
challenges that Covid-19 created, exacerbated, and highlighted for Hispanic youth; (2)
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collaboratively developing and implementing such interventions in real-time during public health
emergencies can be an effective approach to supporting vulnerable populations and resourceconstrained non-profits; and (3) crises, such as the Covid-19 pandemic and the widespread socioemotional harm it precipitated, can be opportunities for growth if we listen to the needs of
community organizations.
There is more learning, growing, and listening to do – there always will be. In the words
of Clark and Sousa, we are definitively unfinished (2018).
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Appendices
I. OIRemos Facilitation Guide
Overarching lessons:
● 5 elements of health that affect our wellbeing: physical health, emotional health, mental
health, social health, and community health
○ These elements are all interconnected. For example:
■ When we are feeling physically unwell, we are more likely to experience
unpleasant emotions and respond to our emotions poorly.
■ And when our emotional health is struggling, we are more likely to
experience physical pain and discomfort.
● Observing, Identifying, and Responding (O.I.R. - Spanish for “listen”) to situations is
important for all the elements of health.
● Being unwell is nothing to be ashamed of.
● Taking care of ourselves takes daily practice and is the journey of a lifetime.
● We don’t have to take care of ourselves alone — it’s always okay to ask for help with
your health goals.
● Try to set goals that are achievable, measurable, and positive. Write down your goals and
the reasons you want to strive for them.
● Progress towards meeting our goals is rarely linear. Allow yourself to be proud of
yourself and all the progress you have made. Especially the progress no one else has
seen.
Day 1 Activities:
● Introductions - name, pronouns, preferred language.
● Whiteboard question: What is one nice thing you did for yourself or for someone else
today?
● Discuss structure and goals of OIRemos
● Group stretching activity with music or nature sounds in the background
○ Mountain Pose:
■ Bend your knees slightly so that they don’t lock
■ Move your feet so that they are directly beneath your hips and shoulders
■ Keeping your knees slightly bent, slowly roll your shoulders forward 3
times and then back 3 times
■ Breathe out through your mouth, releasing any remaining air from your
lungs
■ As you inhale through your nose, try to inflate your belly
■ Let your arms and fingers relax at your sides
■ As you exhale, imagine that you are a mountain peak in The Andes
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● Complete baseline surveys: tinyurl.com/TNPsurvey1 and tinyurl.com/TNPsurvey2
(health-focused)
● Activity: What is your favorite place? Draw a picture of it or find it online and set it as
your virtual background!
Balance Activity
● Play music, such as Equilibrio by Koralle
https://open.spotify.com/track/2speSGgRtz80jnABG7QMeL?si=GrECOXxASAWgvFnF
ErElug
● Stand behind your chair so that you can lean on it if needed. Pick a leg to stand on. See
how long you can last without falling! Now for an added challenge, close your eyes and
see how long you can stay balanced. Colócate detrás de tu silla para poder apoyarte en
ella cuando lo necesites. Escoge una pierna para apoyarte. Descubre cuánto tiempo
puedes aguantar sin caerte. Ahora, para un reto adicional, cierra los ojos y observa
cuánto tiempo puedes mantener el equilibrio.
○ When we stand on just one leg, we lose our balance pretty quickly. Cuando nos
ponemos de pie sobre una sola pierna, perdemos el equilibrio rápidament.
○ When we close our eyes – an added challenge – we fall over even faster! Cuando
cerramos los ojos, un reto más, ¡nos caemos aún más rápido!
○ But when we stand with both feet, our bodies know how to stay balanced. Pero
cuando estamos de pie con los dos pies, nuestro cuerpo sabe cómo mantenerse en
equilibrio.
○ Even if we close our eyes, we stay standing because our two legs keep us
balanced. Aunque cerremos los ojos, seguimos de pie porque nuestras dos piernas
nos mantienen en equilibrio.
● Our bodies automatically work to keep us balanced and healthy. (This is called
homeostasis.) For example, our hearts beat at exactly the right pace – neither too fast nor
too slow – all on their own! Nuestro cuerpo trabaja automáticamente para mantenernos
equilibrados y sanos. (Esto se llama homeostasis). Por ejemplo, nuestro corazón late
exactamente al ritmo adecuado, ni demasiado rápido ni demasiado lento, ¡por sí solo!
● If we help our bodies stay balanced, we’ll be able to better handle any challenge that
comes our way. Si ayudamos a nuestro cuerpo a mantenerse equilibrado, podremos
afrontar mejor cualquier reto que se nos presente.
List of Whiteboard Wednesday questions
● What is one nice thing you did to care for or love yourself today? ¿Qué has hecho hoy
para cuidarte o quererte?
● What is one nice thing you did for yourself or for someone else today?
● When you hear the phrase “mental health,” what comes to mind? Cuando oyes las frase
“bienestar mental,” ¿qué viene a la mente?
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● Why is it important that we protect our planet? ¿Por qué es importante que protejamos
nuestro planeta?
● How are you feeling today? ¿Cómo te sientes hoy? What is on your mind? ¿Qué tienes en
la mente?
● What types of social activities do you enjoy most? What types of solitary activities do
you enjoy most?
● What is empathy?
● How can you tell when you’re upset or agitated? ¿Cómo puedes saber cuándo estás
alterado/a o agitado/a?
● How can we tell when someone or something has crossed one of our boundaries or
invaded our bubble? ¿Cómo podemos saber cuándo alguien o algo ha cruzado uno de
nuestros límites o ha invadido nuestra burbuja?
● Which of your communities did you interact with this weekend? ¿Con cuáles
comunidades tuyos has interactuado este fin de semana?
● What is one thing you are looking forward to this summer?
Module 1: Physical Health
● Activity: When do you feel physically well? ¿Cuándo te sientes bien físicamente? When
do you feel physically unwell? ¿Cuándo te sientes mal físicamente?
○ Connections between different elements of health: Our emotions can affect our
physical health. Nuestras emociones pueden afectar a nuestra salud física.
● Definition: First ask participants how they would define or what comes to their minds
when they hear the term “physical health.”
○ Suggested definition: Physical health involves caring for the body’s needs. La
salud física implica atender las necesidades del cuerpo.
● Three Pillars of Physical Health: Our bodies require balanced nutrition (including
hydration), frequent movement, and plenty of rest in order to feel well and prevent
disease.
○ If one pillar is weak, the whole structure suffers.
○ Humans are living organisms like plants. Our bodies can be understood as a
system that needs care (rest) and that has inputs (nutrition) and outputs
(movement). Los seres humanos son organismos como las plantas. Se puede
entender el cuerpo como un sistema que necesita cuidado y que tiene
reactivos/entradas y productos/salidas.
● Inputs: nutrients, water, immunizations, medications
○ Every day, our bodies need ½ gallon of water (same as 8 cups or 2 liters). Signs
we are dehydrated:
■ Headache
■ Tired
■ Bright yellow urine
○ We need a balance of carbohydrates, proteins, and fats.
■ Carbohydrates / Hidratos de carbono provide immediate energy
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● Rice, pasta, potatoes, fruits, vegetables, bread
■ Proteins / Proteínas help us grow and recover from injuries
● Nuts, lentils, tofu, beans, yogurt, eggs, meat, milk
■ Fats / Grasas provide long-lasting energy
● Avocados, cheese, nuts, oils
○ Proteins and fats keep us full longer than carbohydrates. So it is a good idea to
have some protein or healthy fat with every meal, especially breakfast. Las
proteínas y las grasas nos mantienen saciados durante más tiempo que los
hidratos de carbono. Así que es una buena idea comer alguna proteína o grasa
saludable con el desayuno.
○ Unprocessed foods are generally healthier than processed foods.
■ For example, whole grain bread and brown rice have more fiber and
vitamins than white bread and white rice. Los alimentos no procesados
suelen ser más saludables que los procesados. Por ejemplo, el pan
integral y el arroz integral tienen más fibra y vitaminas que el pan blanco
y el arroz blanco.
○ Nutrition Labels (Etiquetas de nutrición): On every nutrition label, the ingredients
are listed in order of quantity. The food contains a lot of the first ingredient and
very little of the last ingredient. En todas las etiquetas de nutrición, los
ingredientes aparecen por orden de cantidad. El alimento contiene mucho del
primer ingrediente y muy poco del último.
● Care: Sleep, personal hygiene, prevention and treatment of illnesses and injuries (shelter,
vision care, skin care, etc)
○ Activity: How do you feel in the morning after only sleeping for a few hours?
○ Every day, our bodies need 8-12 hours of sleep (including naps). As you grow
older, you might need a bit less sleep.
○ Sleeping well makes us feel better physically, emotionally, and mentally, and that
rest gives us the energy and patience to have healthier social interactions and
contribute positively to our communities
● Outputs: Movement, growth, brain activities, CO2, waste
○ Every day, our bodies need to move in ways that feel good for at least 60 minutes.
Stretching, walking, and dancing all count!
○ Why is it important to move?
■ Better quality sleep
■ Stronger muscles → fewer injuries
■ Stronger heart → protect against heart disease
■ Stronger immune system → don’t get sick as much
■ Better mood, more stable emotions
■ Cravings for healthy foods
○ How can we be active during a pandemic? ¿Cómo podemos ser activos durante
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una pandemia?
■ Walking, biking, stretching, dancing, hula hooping, arm circles, jogging,
yoga, jumping rope/jumping jacks, squats, leg raises, zumba, pilates,
standing instead of sitting
Desert Island activity: Ask participants to brainstorm a list of items they would pack in
their suitcase if they needed to travel to a deserted island to meet their long-lost twin.
Separate the items in the group list into three categories: Inputs/Entradas, Care/Cuidado,
and Outputs/Salidas. Link these three categories to The Three Pillars of Physical Health:
nutrition is an example of an input, sleep is an example of care, and exercise is an
example of outputs.
Taking care of ourselves
○ It takes daily practice. Se necesita práctica diaria.
■ Every day we learn how to take care of ourselves a little better. Cada día
aprendemos a cuidarnos un poco mejor.
■ That is why it is important to maintain healthy habits and routines. Por eso
es importante mantener hábitos y rutinas saludables.
○ We don’t need to care for ourselves on our own. No es necesario que nos
cuidemos solos.
○ It’s always okay to ask for help with your health goals. Siempre está bien pedir
ayuda con tus objetivos de salud.
Review activity: What are some ways we can promote our physical health? ¿De qué
manera podemos promover nuestra salud física?
○ Whiteboard: students add answers after a few examples are shown. When students
are done, all examples are revealed.
○ Review question: How much water do we need each day? 2-3 Liters
Resilience is the ability to adjust to change and overcome challenges. La resiliencia es la
capacidad de ajustarse a los cambios y superar los desafíos.
○ Physical resilience involves recovering from physical challenges, like injuries,
infections, or exercise. La resiliencia física implica la recuperación de desafíos
físicos, como lesiones, infecciones o ejercicio.
○ Eating well, drinking water, sleeping, and exercising all increase physical
resilience. Getting all your vaccinations also boosts your physical resilience!
Group stretches, balancing exercises, strength-building exercises
○ Ask participants to pick a stretch that they think will feel good and share which
one they chose.

Module 2: Emotional Health
● Definition: First ask participants how they would define or what comes to their minds
when they hear the term “emotional health.”
○ Suggested definition: Emotional health is our ability to:
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■ Observe and identify our emotions without judgment.
■ Understand what might be causing our emotions.
■ Communicate our emotions effectively.
No matter how old you are, no matter what situation you’re in, you’ll always have
emotions. No importa la edad que tengas, ni la situación en la que te encuentres, siempre
tendrás emociones.
Our emotions are always valid, even when they are unpleasant.
○ It’s okay to be irritated, frustrated, annoyed, upset, angry, or sad.
○ My Inside Weather book https://bookdash.org/books/inside-weather-jen-thorpelara-berge-emma-beckett/
○ It is important that we try to understand and accept ourselves so that we can learn
to peacefully live within our bodies and minds. The only person we need to spend
the rest of our lives with is ourselves. It’s worth paying attention to how we feel.
Discussion: Do you think that all emotions are temporary?
○ Conclusion: Yes, all emotions are temporary. Some may last for a long time, but
eventually they change.
Observing, Identifying, and Responding to emotions (OIR/oiré)
○ Offer examples of OIR with emotions (e.g., a feeling of emptiness in the chest
might mean we feel lonely and that it would be a good idea to reach out to
someone).
○ Knowing your emotions gives you the power to decide how to manage them
effectively. Conocer tus emociones te da el poder de decidir cómo gestionarlas
eficazmente.
○ Observing the energy level and degree of pleasantness of our emotions with the
Mood Meter (4 quadrants: red = high energy + unpleasant, yellow = high energy
+ pleasant, blue = low energy + unpleasant, green = low energy + pleasant) –
Marc Brackett https://www.marcbrackett.com/the-colors-of-our-emotions/
■ How energetic do you feel? Is it easy to sit still or is it difficult? Put a
stamp on the graph to represent how you feel right now.
■ We all feel emotions in each of these 4 regions. There is a space for all
emotions, and all emotions are okay.
■ The Mood Meter allows us to invite emotions in without getting paralyzed
by them.
■ Learning words for emotions in each of the quadrants
○ Identifying how we feel: Just by naming our feelings, we often begin to feel
better. Anger, sadness, and loneliness feel less intense once they are named.
○ How can you tell when you’re upset or agitated? Some signs that many people
experience when they are upset:
■ Tension or pain in the body, especially in:
● Stomach
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● Head
● Neck
● Shoulders
■ Sweaty palms
■ Fast breathing and heartbeat
● All emotions have a purpose — they let us know how we need to respond and care for
ourselves. For example, loneliness tells us that we need to spend time with other people.
Feeling overwhelmed tells us to take time to ourselves. Feeling energized tells us to take
action. Feeling grateful tells us to celebrate the good.
● How can we respond to unpleasant emotions? Most often, responding effectively to our
emotions involves communicating with others and/or taking some time to ourselves.
○ Communicating - Reaching out to someone comforting and supportive
■ Sadness and depression can make us feel so alone, but they are signs that
we need to reach out to someone we love.
■ My Inside Weather book https://bookdash.org/books/inside-weather-jenthorpe-lara-berge-emma-beckett/
○ Being with yourself
■ Breathing exercises help to calm our minds, balance our emotions, and
tune in to how we’re feeling.
● Square Breathing exercise together
● “A simple way to help children to manage their feelings is to
practice three easy steps together: stop, take a deep breath through
the nose and exhale through the mouth, and count to five. Try it
when your children are calm. Then, when you see them getting
upset, remind them about the steps and do them together.”
(https://mcc.gse.harvard.edu/resources-for-families/5-tipscultivating-empathy)
■ Practicing gratitude
● Giving thanks has a powerful impact on our emotional, mental,
social, and even physical health. Listing what we are grateful for
leads to better sleep and fewer physical complaints!
○ Reflection activity: What are you grateful for today?
■ Going on a walk (Mention that going for a walk is only a healthy coping
mechanism when it’s safe to do so based on the weather, time of day,
location, and your age. If in doubt, as your parents first.)
■ Journaling
■ Drawing
■ Pay attention to your five senses.
■ Body awareness with progresive muscle relaxation and body scan.
○ We can’t control the weather but we can pull out an umbrella when it starts to
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rain. In the same way, we often can’t control our emotions, but we can control our
reactions to our emotions, including whether we seek help.
● Connections with other types of health:
○ Our minds and bodies are closely connected. Nuestras mentes y cuerpos están
estrechamente conectados. ...So our emotions affect us from the Inside Out!
○ When we are emotionally well, we enjoy better physical health. Cuando estamos
bien emocionalmente, disfrutamos de mejor salud física.
○ Chronic stress, anger, and grief can harm our physical health.
■ Can worsen physical ailments such as digestion issues, high blood
pressure, and substance misuse/dependency.
■ But social and emotional support can protect our health! ¡Pero el apoyo
social y emocional puede proteger nuestra salud!
○ Injuries and sickness can hinder emotional wellbeing by making it harder to
practice self-acceptance.
● Emotional resilience involves coping effectively with emotional challenges, like fear,
stress, sadness, and loneliness.
○ Think of a time when you were faced with a challenge and demonstrated
resilience. Piensa en un momento en el que enfrentaste un reto y demostraste tu
resiliencia.
○ What feelings do you remember having when things were hard? ¿Cuáles
emociones te acuerdas sintiendo cuando las cosas eran difíciles ?
○ How did you feel after you conquered the challenge? ¿Cómo te sentiste después
de haber superado el desafío?
○ Share your memory of resilience with the group if you’d like. Comparta su
recuerdo de la resiliencia con el grupo si quieres.
Module 3: Mental Health
● Definition: First ask participants how they would define or what comes to their minds
when they hear the term “mental health.”
○ Suggested definition: Mental health involves our ability to:
■ Enjoy activities
■ Think clearly
■ Remember things
■ Concentrate
■ Control impulses
■ Appropriately reflect on the past and plan for the future
● Having hope, motivation, and strong self-esteem are also important parts of mental
health.
● Self-esteem:
○ Our self-esteem is how we view ourselves and how confident we feel in our self-
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worth. It affects our health and wellbeing in many important ways. Nuestra
autoestima es la forma en que nos vemos a nosotros mismos y la confianza que
tenemos en nuestro valor. Afecta a nuestra salud y bienestar de muchas maneras
importantes.
Taking care of our mental health involves recognizing our worth as individuals, in
our relationships, and in our communities.
■ You have inherent worth simply because you are human. You are
inherently worthy of respect and care.
■ Your worth is not based on what you look like, where you live, or how
good your grades are. Tu valor no está basado en tu apariencia, en donde
vives o en tus notas.
Having strong self-esteem means trying our best without expecting perfection.
Having strong self-esteem means viewing our mistakes and weaknesses as
opportunities for learning and growing.
■ When we have strong self-esteem, we forgive ourselves when we mess up
instead of punishing ourselves.
When we have strong self-esteem, seeing others doing well doesn’t cause us to
criticize ourselves because we recognize our unique strengths and journey.
■ Reflection activity: What are your strengths?
■ Discussion: Why did I include the picture of the two fish?

○ Strong self-esteem helps us adjust to changes and cope with challenges.
■ Activity: What is this called? (resilience)
■ When our self-esteem is strong, we are more resilient.
● Self-compassion: In the same way you are worthy of kindness from others, you are
worthy of kindness from yourself.
○ Being kind towards ourselves when we are struggling can be hard, but try to talk
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to yourself the way you’d respond to a friend if they told you about their
challenges.
Our mental health affects how we function in daily life, including our thoughts, emotions,
and actions.
○ Our thoughts influence how we feel and act. Our emotions influence what we do
and think. And our actions influence how we think and feel (CBT Triad).
○ Our mental health affects our physical health, including how much we eat, how
much we sleep, and how much we exercise.
○ Our mental health also affects our emotions and our ability to effectively respond
to our emotions. (Connection to emotional health)
Video: You are not your thoughts https://www.youtube.com/watch?v=0QXmmP4psbA
○ We can observe and identify our thoughts, just like we can do with our emotions.
This is especially helpful when our thoughts are repetitive or unwanted.
Guided meditations: Being aware of what’s going on in our bodies and minds is the first
step to being well – physically, emotionally, mentally, and socially. So let’s settle in and
begin to notice how we’re feeling in this moment...
○ When you’re struggling with hard emotions or thoughts, it can also be helpful to
scan your whole body.
■ Video: 5-minute Body scan
https://www.youtube.com/watch?v=9A0S54yAgEg
Drawing activity: Where are you most happy and at peace?
People struggle with mental health in many different ways. Some ways are visible and
other ways are not.
○ For example, sometimes people struggle to concentrate and it’s noticeable to
others. Other times people struggle to concentrate and it’s not noticeable at all.
Both are valid.
Signs of being mentally unwell
Being mentally unwell is nothing to be ashamed of, ever. Mental health issues should not
be stigmatized. Needing help is also nothing to be ashamed of.
○ Many people feel that being mentally unwell is not acceptable because they have
been exposed to stigmatizing ideas around mental illness. Asking for help is also
sometimes stigmatized. Combined, these stigmas prevent many people from
getting the healthcare they need to recover and get better.
○ Stigma (crosses over with Social Health Module)
■ Stigmas are cultural ideas around what is acceptable and what is looked
down upon.
■ Some stigmas are useful (like the stigma around not wearing a mask
indoors during Covid), but other stigmas are harmful and unjust.
■ Harmful stigmas exist because of ignorance, fear, and silence.
■ Many different behaviors, conditions, and groups are stigmatized,
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including drunk driving, using a wheelchair, and being an immigrant.
Which of these 3 examples is a helpful stigma? Which are harmful
stigmas?
■ Stigma creates feelings of shame and stress because humans are social
creatures.
Mental health support
○ There are many types of mental health support that work for different people.
■ Mental health support can come from friends, mentors, teachers, religious
leaders, school counselors
■ Exercise and creative expression (like drawing, dancing, and singing) are
incredibly useful ways to manage mental health challenges.
■ Therapy
● Edited School of Life video about therapy:
https://www.youtube.com/watch?v=OxuZiqY5ypU
■ Practicing meditation and mindfulness
■ Medications
○ Organizations like Junta can help people connect with medical providers who
accept your family’s insurance and who speak your preferred language.
Affirmations: Calming and hopeful statements or mantras that remind us of our inherent
worth and common humanity.
○ We all struggle in our lives.
○ I am not alone. I belong.
○ May I be kind to myself.
○ May I learn to accept myself as I am.
○ I am enough.
○ I trust myself.
○ I am a work in progress.
○ I forgive myself for my mistakes.
○ I am loved and appreciated by others.
May is Mental Health Awareness Month.
○ Millions of people all over the world are affected by mental illness each year.
(NAMI graphic with statistics)
○ Mentors share their experiences overcoming fear and stigma around mental
health.
How to support someone who is struggling with their mental health:
○ Ask if they want to talk about what’s going on.
○ Validate their feelings.
○ Show empathy.
○ Remind the person that you care about them and appreciate them even when they
are unwell.
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○ Stay in touch and continue to invite them to hang out with you.
○ Ask if they need any help connecting with mental healthcare resources
● Setting mental health goals.
● Things that can contribute to mental health challenges:
○ Being unwell in any of the other types of health.
○ Stress can contribute to poor mental health.
○ The chemicals in our brains contribute to our mental health.
○ Some mental health issues are genetic.
○ Experiencing trauma can contribute to mental health troubles.
■ When we are traumatized, it’s as if our umbrella used to protect us from
the rain has holes in it. But it’s possible to patch the holes! Therapy helps
with this. (Sarah Lowe)
● National and local mental healthcare resources
Module 4: Social Health
● Definition: First ask participants how they would define or what comes to their minds
when they hear the term “social health.”
○ Suggested definition: Social health is our ability to form meaningful, rewarding
relationships with other people and interact in healthy, positive ways.
■ Social health, like all the other types of health, involves observing and
listening to our needs and preferences.
● Humans are social beings. We need to form relationships and build connections in order
to stay healthy.
○ Belonging is the human emotional need to be an accepted and valued member of a
group. It is the satisfying feeling of being an important part of something larger
than ourselves.
■ Does anyone want to share a time when they felt belonging?
● Friendships (facilitated by Abby)
○ BrainPop video about friendship:
https://www.youtube.com/watch?v=E5Fu3gABryI&t=1s
○ Having healthy, positive friendships boosts our mental and emotional health,
helping to combat feelings of loneliness or isolation. Friendships also strengthen
our resilience.
■ But not all relationships are healthy.
■ What makes a good friend?
■ Remember that you don’t have to have everything in common with your
friends, it is important to be friends with people with diverse backgrounds,
experiences, and interests!
■ Reflection activity: “I am a good friend because…”
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● Introversion and extroversion
○ When we feel introverted, our energy expands when we spend time by ourselves.
People who feel more introverted than extroverted tend to enjoy reflective and
solitary activities, like reading, drawing, writing, and meditating. They might find
large gatherings overwhelming.
○ When we feel extroverted, our energy expands in the company of others. People
who feel more extroverted than introverted tend to enjoy social activities, like
talking and dancing with others. They might find it boring to be alone.
○ Sometimes being around others and socializing helps us “re-charge” or feel
energized, and at other times, taking time to be by ourselves is what we need to
“re-charge.”
○ Most people have both an extroverted side and an introverted side, but one may
be more dominant.
○ Do you think you’re more of an introvert or an extrovert? Do you tend to feel
more energized or exhausted after socializing?
○ What types of social activities do you enjoy most? What types of solitary
activities do you enjoy most? We all need a balance of social and solitary time.
● Conflict: A conflict is a strong disagreement or argument between people. Conflict can
happen between strangers, teachers and students, and even between people who love each
other, like family members, friends, and romantic partners.
○ 2 BrainPop videos about conflict resolution:
https://www.youtube.com/watch?v=jg_Q34kGsKg and
https://www.youtube.com/watch?v=Wc-M9r29LbM (original, higher quality:
https://jr.brainpop.com/health/feelings/conflictresolution/)
○ Steps to resolving conflict:
■ Stop, take a few deep breaths, and recognize how you’re feeling. Say to
yourself: “I’m feeling _________ because ____________.” Pausing to
think before you act helps you say what you really mean. You might want
to take some time to calm down before moving on to Step 2.
■ Share your feelings. Try saying: “When you __________, I feel
_________ because _________”, “I don’t like it when you __________
because _________” or “In the future please __________”
■ Listen to the other person. Empathize: Think about how the other person
sees the problem. Try not to interrupt them when they’re sharing their
feelings.
■ Find a fair solution — maybe a compromise. A compromise is a solution
to a conflict that balances the interests of both people. It’s a middle ground
where both people get some but not all of what they want.
○ Practice how to resolve conflicts: “Consider a conflict you or your child [the
participant] witnessed or experienced that turned out badly, and role play different
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ways of responding. Try to achieve mutual understanding—listening to and
paraphrasing each other’s feelings until both persons feel understood. If your
child [the participant] observes you experiencing a difficult feeling and is
concerned, talk to your child about how you are handling it”
(https://mcc.gse.harvard.edu/resources-for-families/5-tips-cultivating-empathy).
● Empathy is the ability to imagine and try to understand another person’s perspective.
● Personal boundaries
○ Personal boundaries are like bubbles: We each have our own bubble that keeps us
safe and protected. There are many things that we might want to keep out of our
bubble in order to stay safe. These things can be physical (like germs or
someone’s touch) or they can be emotional (like hurtful words or disrespect).
■ Examples of physical boundaries: “Please don’t touch my hair.” “Please
knock before coming into my room.” Susana Distancia - Covid physical
distancing.
■ Examples of emotional boundaries: “I am feeling overwhelmed today. Can
we talk tomorrow?” “I don’t like that nickname. Please call me by my
name.” “I’d rather not talk about that.”
○ You have the right to set personal boundaries with others.
○ Saying “No” when you want to say no is a form of self-respect and self-care.
○ You do not have to sit silently in discomfort. When someone says something
hurtful, you can speak up. You could say, “Hey, what did you mean by that?”
○ Remember: you are not responsible for others’ happiness. You are responsible for
your own happiness, and others are responsible for their happiness.
○ Understanding and respecting your own limitations helps you protect your energy.
○ Learning how to listen to what you need and want can take a long time, but it’s so
worth it. Please don’t give up! That inward voice is you, so listen closely.
○ Not saying what you want can leave you confused about who you are, and can
confuse other people about what you want.
○ Setting boundaries might be uncomfortable, tiring, and scary at first. But with
time and practice, they will give you more peace, improved self-esteem, and
improved mental and emotional health.
○ Have you tried to set personal boundaries in the past? How did it go?
○ Boundaries related to identity: We all have preferences and boundaries related to
how we want others to talk to us and talk about us.
■ For example, what names or nicknames do you like to go by?
■ Have you ever been teased or called hurtful names? How did that feel?
■ In the end, we all want to be treated with respect. Each person’s identity is
worthy of respect.
■ Pronouns: Like our names, the pronouns we want others to use when
talking about us are a part of our identity. Letting others know what your
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pronouns are is a form of respecting yourself and helping others respect
you, too.
● Assuming things about someone’s identity, such as their gender,
sexuality, or pronouns can lead to mistakes and hurt feelings. It’s
okay to ask someone, “What are your pronouns?” Let’s all go
around and share our pronouns.
■ Putting labels on other people without their permission can be
disrespectful and harmful. Labels are only useful if they serve a purpose to
the person being labeled.
■ Communicating our preferences and boundaries related to our identity
helps to promote respect and social health.
■ Being open about your needs and preferences empowers others to express
their needs and preferences!
● Clip from Brooklyn 99: “Every time someone steps us and says
who they are, the world becomes a better, more interesting place.”
○ It’s important to speak up as soon as possible when a physical boundary has been
crossed.
■ Anytime someone touches you in a way that makes you uncomfortable,
it’s a good idea to tell someone you trust as well.
■ When someone crosses a social or emotional boundary of yours, speaking
up is also important.
■ How can we tell when someone or something has crossed one of our
boundaries or invaded our bubble?
● Tension or pain in the body, especially in:
○ Stomach
○ Head
○ Neck
○ Shoulders
● Sweaty palms
● Fast breathing and heartbeat
● Panic or anxiety
● Anger
● Shame
● Racing thoughts
● Shock
● Inability to concentrate on other things
○ Our personal boundaries might change over time as we grow and become
comfortable with different things.
○ Your boundaries and others’ boundaries might not be the same.
■ Finding Nemo clip: https://www.youtube.com/watch?v=mljnAmg60sg
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● Were Marlin and Dory’s boundaries the same?
● How did they handle conflict?
○ Visual: Your bubble = your comfort zone + your learning zone
■ Comfort zone = safe place to reflect
■ Learning zone = where you learn and grow
■ Panic zone = where you don’t feel safe and learning becomes very
difficult
● Vulnerability is courage.
○ Sharing details about our lives with others is an important way to strengthen our
social health.
● Golden Rule: Treat others the way you want to be treated. The inverse is important too:
Treat yourself the way you treat others.
Module 5: Community Health
● A community is a group of individuals who share one or more characteristics. A
community’s health is the combination of the health of all individuals in the group.
● When you care for your health, you’re improving the health of your communities.
○ For example, when your parents take care of their health, they are also taking care
of your family because your family depends on them. Your communities depend
on you too!
● What groups and communities are you a part of?
○ What do you like about your communities? When we observe what we like about
our communities, we improve our social and community health!
○ What are your favorite places in your neighborhood?
○ What do you observe in your communities that you would like to change? When
we observe what we want to change about them, we improve our social and
community health!
● We all have individual agency: you have the power to make a real difference in your
communities. Let’s stand up and say it together: I am powerful! We are powerful!
● Most change requires collective action — many people contributing according to their
strengths and capacities.
○ Examples of Hispanic change-makers who mobilized others: Rigoberta Menchú
● International Women’s Day on March 8: the movement to end gender-based violence and
discrimination requires everyone’s help.
● Culture (facilitated by Victor)
○ Cultural groups are communities because the people in the group share cultural
customs and practices.
○ Places like New Haven are home to people with many different cultures.
● You are an individual with unique strengths and experiences, you have meaningful
relationships, and you are an important part of many communities (such as TNP).
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Remind yourself of these truths when life is hard.
○ These statements apply to everyone. Think about someone in your community,
maybe someone you don’t know much about. They also have unique strengths
and experiences, have meaningful relationships, and are an important part of
many communities. Thinking about others in this way is a form of practicing
empathy (connection to social health).
● Earth Day discussion on April 21
○ Earth Day is a day to celebrate our connection to the Earth and talk about how we
can protect it better.
○ Question to group: Why is it important that we protect our planet?
○ Brief lesson about climate change.
● Brother’s Day on 5/24 – discussion about family.
○ Our family members know us so well – maybe better than anyone else! They
know what our strengths are, as well as our weaknesses. Conflicts are likely to
happen between siblings/family members. These conflicts are often very
challenging!
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II. Key Presentation Slides
All image sources are listed in the speaker notes sections of the Google Slides presentations.
Images may be subject to copyright but are permissible to use for non-profit educational
purposes under Fair Use guidelines.
Overarching Lessons and Miscellaneous Activities
Slides accessible here: https://docs.google.com/presentation/d/15NzXIK6kfIvt-6uRLxLplaLtiGp9CNUCoxBYjyptHE/edit?usp=sharing
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III. Recommended Updates to Curriculum
● Add nuance to the presented definition of “resilience”: We can only recover from
challenges if the environment (healthcare system, political system, social structures) is
conducive to recovery.
○ Sometimes resilience looks like resting, crying, asking for help.
○ Consider replacing “resilience” content with “resiliency”: the strength and
confidence that grows in us when we successfully handle any circumstance
(https://www.creativeintegrationretreats.com/approaches)
● Introduce modules and new terms with a story or activity that leads into a definitionbrainstorming exercise. Ask participants how they would define different types/elements
of wellbeing instead of providing a definition to them. This approach would be a more
engaging and participatory alternative to what we did in 2021.
● In future iterations of the program, the curriculum/program could incorporate:
○ more opportunities for participants to practice skills and set goals for themselves
○ more SEL games to strengthen social skills and friendships, including roleplaying activities
○ more activities about participants’ goals, hopes, and dreams, including carrying
out a project that addresses a participant-identified need in the community
○ more story-telling
○ Activities from SEL workbooks, such as the one we sent the participants at the
end, Mission Me
■ Alternatives: https://thespedguru.com/5-best-social-emotional-learningworkbooks-for-kids/
○ more videos and guided meditations, including loving-kindness meditations
■ eg: https://teens.aboutkidshealth.ca/mentalhealth?topic=mentalhealthAZ
○ Listening Deeply, empathy practice activities:
https://static1.squarespace.com/static/5b7c56e255b02c683659fe43/t/5f2afe83445
0e97f1c74fcb2/1596653206496/Virtual+Listening+Deeply.pdf
○ Daniel Tiger songs for younger participants
○ greater integration of user-friendly health-promoting apps, such as Daylio,
Bambú, Calm, Headspace, The Mood Meter
■ Rationale: https://link-springercom.yale.idm.oclc.org/article/10.1007/s12671-018-1050-9
○ more guest speakers during Friday sessions who could teach supplemental lessons
or lead different activities and foster more community togetherness and build
upon the ideas of collective action and community resilience.
■ combine the Camp Folklórico with the wellbeing curriculum
■ teach participants how to cook something, or learn a song
○ image of two plants growing, one with deep roots and the other with big leaves to
convey that each person’s growth looks different, and that growth is not always
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visible to others.
Add more review activities, such as:
● Activity at the end where we revisit the desert island packing list activity but also write
down what we need for our emotional, mental, social, and community wellbeing.
● Ask participants to write down ways to boost each dimension of wellbeing.
○ Emphasize that there can be overlap; for example, taking a walk in your
community could boost one’s physical and community health
● Ask participants to give an example of how each element of wellbeing is related to
another.
In the Physical Wellbeing module:
● Replace The Three Pillars of Wellbeing with The Triangle of Physical Wellbeing, where
nutrition, sleep, and exercise are represented by the three sides.
○ Consider leading an activity where participants and mentors draw their own
triangles, with the length of each side representing the strength of their recent
nutrition, sleep, and exercise habits (e.g., an equilateral triangle would symbolize
equal strength across all three components). To facilitate positive, attainable goalsetting, participants could then draw a second triangle representing where they’d
like their habits to be a week from now (e.g., if they’d like to strengthen all of
their habits equally, they’d draw a triangle of the same shape as the first, but
bigger).
● Lead a discussion about the addictiveness and health implications of foods high in sugar
and salt using a harm reduction approach. Emphasize the individual, community, and
environmental health benefits to plant-based diets.
● Discuss substance use and distracted driving. Could talk about how second-hand smoke
causes asthma and we can encourage our parents not to use their phones when driving.
In the Emotional Wellbeing module:
● When discussing the book My Inside Weather, add that our emotions are like the weather
and who we are is like the sky – always there.
● Add activity where participants draw their emotions as if they were weather.
○ Rationale: will give participants opportunity to comfortably apply concepts from
book to how they are currently feeling, since people find it easy to talk about the
weather and a lot harder to talk about their feelings
● When discussing distress tolerance strategies/methods to respond with care to challenging
emotions, mention the benefits of taking a shower/bath.
● Add that chronic anger, stress, and grief can lead to and/or worsen substance misuse.
● Add more somatic experiencing content, such as:
○ Where in your body can you feel your emotions?
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○ Breathe into the part of your body that feels anxious/tense
In the Mental Wellbeing module:
● Mention that gardening has been shown to benefit mental wellbeing.
● Add an activity where participants practice reframing cognitive distortions activity, in
line with Cognitive Behavioral Therapy exercises.
● Play and discuss the video Two Wings to Fly
(https://www.youtube.com/watch?time_continue=1&v=cFCiUlFKuO4&feature=emb_lo
go)
○ Use this to lead into balance exercises: airplane/bird pose
● When defining mental wellbeing, add that it involves our ability to empathize with other
people and the stability of our moods.
● Add the Serenity Prayer when discussing affirmations: May I have the serenity to accept
the things I cannot change, the courage to change the things I can, and the wisdom to
know the difference.
● Consider replacing the self-esteem activity that asked participants to think of their
strengths with an activity that promotes self-compassion.
○ “Whereas self-esteem entails evaluating oneself positively and often involves the
need to be special and above average, self-compassion does not entail selfevaluation or comparisons with others. Rather, it is a kind, connected, and clearsighted way of relating to ourselves even in instances of failure, perceived
inadequacy, and imperfection.” (Neff, 2011)
● Consider watching and discussing the 4 R’s of Suicide Prevention video:
https://m.yale.edu/y7r
In the Social Wellbeing module:
● Add a drawing activity where participants imagine and draw a place where they feel most
supported and safe. This activity would be more accessible to participants who might
struggle to think of a place where they feel happy and at peace. 45
● Prompt participants to practice empathy and conflict resolution using clips from the
movies Coco, Vivo, and Encanto.
In the Community Wellbeing module:
● Consider replacing César Chávez with a different Latinx changemaker in the Community
Wellbeing module due to Chávez’s controversial legacy.

45

This suggestion was provided by Yale School of Public Health student Caroline Helsen.
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IV. Health-Related Questions from Baseline, Midpoint, and Culminating Surveys
Baseline Survey Questions
Muchas gracias por responder a las siguientes preguntas. Tus respuestas ayudarán a los
coordinadores de TNP a estructurar mejor el programa para que atienda a tus intereses y
necesidades. Tus respuestas sólo pueden ser vistas por los coordinadores de TNP (Victor Torres,
José Garcia, Abby Cohen y Margaret Kellogg). Si tienes alguna duda, por favor pregúntanos a
través de Zoom, manda un mensaje a Victor al (760) 532-5112, o escríbela al final del sondeo.
¡Gracias!
Thank you for answering the following questions. Your responses to the following survey
questions will help us better structure this year's TNP program to suit your interests and needs.
Your responses can only be viewed by TNP staff (Victor Torres, José Garcia, Abby Cohen, and
Margaret Kellogg). If you have any questions, please ask us over Zoom, text Victor at (760) 5325112, or write them in the box at the end of the survey. Thanks!
1. Además de recibir ayuda con tus tareas, ¿qué te gustaría sacar de las sesiones de TNP?
(marca todas las que quieras) // In addition to homework help, what would you like to get
out of TNP? (check as many as you’d like) *
● Hablar de cómo el covid me ha afectado a mí/mi comunidad // Talking about how
Covid-19 has affected me/my community
● Aprender a mejorar mi salud y bienestar // Learning about how to improve my health
and wellbeing
● Socializar y hacer nuevos amigos // Socializing and making new friends
● Other:
2. ¿Te sientes más cómod@ en conversaciones y actividades de grupo o en situaciones
individuales? // Do you feel more comfortable in group conversations and activities or in
one-on-one situations? *
● Grupo // Group
● Individual
● Me siento igual de cómod@ en ambas situaciones // I feel equally comfortable in
both
3. ¿Te sientes más cómod@ en conversaciones y actividades en inglés o en español? //
Would you feel more comfortable with conversations and activities in English or
Spanish? *
● English
● español
● Me siento igual de cómod@ en ambos idiomas // I feel equally comfortable in both
4. En la última semana, ¿cuánto has podido concentrarte en tus clases y en tus tareas? // In
the past week, how well have you been able to concentrate in your classes and on your
homework? *
● Para nada // Not at all
● Un poco // A little bit
● La mitad del tiempo // About half of the time
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● La mayor parte del tiempo // Most of the time
● Casi todo el tiempo // Almost all the time
5. ¿Crees que tienes suficientes oportunidades para socializar y hacer nuevos amigos? // Do
you feel that you have enough opportunities to socialize and make new friends? *
● Para nada // Not at all
● Un poco // Somewhat
● Generalmente // Mostly
● Definitivamente // Definitely
6. ¿Cuáles de los siguientes temas te interesan? (marca todos los que quieras) // Which of
the following topics interest you? (check as many as you’d like) *
● Entender mis emociones y salud mental // Understanding my emotions and mental
health
● Aprender cómo lidiar con los desafíos que el Covid ha creado o empeorado //
Learning how to cope with the challenges that Covid has created or worsened
● Esperanza, motivación y resiliencia // Hope, motivation, and resilience
● Mis metas y sueños // My goals and dreams
● Mejorar mis relaciones (con familia, amigos, los demás) // Improving my
relationships (with family, friends, others)
● Información sobre recursos médicos locales (de salud mental o salud física) //
Information about local healthcare resources (mental or physical health)
● La salud de mi comunidad o barrio // The health of my community or neighborhood
● Other:
Health-related survey questions asked at baseline, midpoint, and program culmination
1. En la última semana, ¿sentiste que tenías suficiente energía a lo largo del día? // In the
past week, did you feel like you had enough energy throughout your day? *
● No, estaba agotad@ todos los días // No, I was exhausted every day
● Realmente no - estaba cansad@ la mayor parte del tiempo // Not really - I was tired a
lot of the time
● Algunos días tenía energía y otros estaba cansad@ // Some days I had energy, some
days I was tired
● Sí, me sentía con energía casi todos los días // Yes, I felt energized almost every day
2. En la última semana, ¿aproximadamente cuántas horas dormiste cada noche? // In the
past week, about how many hours of sleep have you gotten each night? *
● Menos de 6 horas // Less than 6 hours
● 6-7 horas // hours
● 7-8 horas // hours
● 8-9 horas // hours
● 9-10 horas // hours
● Más de 10 horas // More than 10 hours
3. ¿Cuántos días de la semana pasada hiciste ejercicio (moviste tu cuerpo lo suficiente para
empezar a sudar) por al menos media hora? // On how many days in the past week did
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you exercise (move your body enough to start sweating) for at least 30 minutes? *
● Ningún día // No days
● Algunos días // A few days
● La mayoría de los días // Most days
● Todos los días // Every day
4. ¿Cuántos días de la semana pasada sentiste dolor físico? // On how many days in the past
week were you in physical pain? *
● Ningún día // No days
● Algunos días // A few days
● La mayoría de los días // Most days
● Todos los días // Every day
5. ¿Cuántos días de la semana pasada te sentiste estresad@, triste o deprimid@? // On how
many days in the past week did you feel stressed, sad, or down? *
● Ningún día // No days
● Algunos días // A few days
● La mayoría de los días // Most days
● Todos los días // Every day
6. ¿Cuántos días de la semana pasada te sentiste optimista o esperanzad@? // On how many
days in the past week did you feel optimistic or hopeful? *
● Ningún día // No days
● Algunos días // A few days
● La mayoría de los días // Most days
● Todos los días // Every day
7. En la última semana, ¿en qué medida fuiste capaz de expresar tus necesidades
(académicas, de salud u otras)? // In the past week, how well were you able to express
your needs (academic, health, or other)? *
● Nada bien // Not well at all
● Algo bien // Somewhat well
● Muy bien // Very well
● Other:
8. En la última semana, ¿cómo de segur@ te sentiste de tu autoestima? // In the past week,
how confident did you feel in your self-worth? *
● Rara vez confío en mi autoestima // Rarely confident in my self-worth
● Ocasionalmente confiad@ // Occasionally confident
● Generalmente confiad@ // Mostly confident
● Muy confiad@ // Very confident
9. Si tienes algún comentario o pregunta sobre este sondeo o el programa de TNP, por favor
háznoslo saber aquí. ¡Gracias! // If you have any comments or questions about this survey
or the TNP program, please let us know here. Thanks!
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Questions related to Covid-19 (asked at baseline, midpoint, and upon program completion)
These questions are optional. Any responses you provide will help us better understand how
TNP participants have been affected by the pandemic.
1. ¿Te has enfermado con covid? // Have you gotten sick with Covid?
● Sí // yes
● No
● No estoy segur@ // Not sure
2. ¿Alguien en tu familia se ha enfermado con covid? // Has someone in your family gotten
sick with Covid?
● Sí // yes
● No
● No estoy segur@ // Not sure
3. ¿Algún amigo tuyo se ha enfermado con covid? // Have any of your friends gotten sick
with Covid?
● Sí // yes
● No
● No estoy segur@ // Not sure
4. ¿Se ha muerto algún familiar o amigo tuyo a causa del covid? // Have any of your friends
or family died from Covid?
● Sí // yes
● No
Final Survey Questions (in addition to the health-related questions)
Thank you for answering the following questions. Your responses will help us better structure
future versions of the TNP program to suit your interests and needs. Your responses can only be
viewed by TNP staff. If you have any questions, please ask us over Zoom, text Victor at (760)
532-5112, or write them in the box at the end of the survey. Thanks!
Muchas gracias por responder a las siguientes preguntas. Tus respuestas ayudarán a los
coordinadores de TNP a estructurar mejor el programa para que atienda a tus intereses y
necesidades en el futuro. Tus respuestas sólo pueden ser vistas por los coordinadores y mentores
de TNP. Si tienes alguna duda, por favor pregúntanos a través de Zoom, manda un mensaje a
Victor al (760) 532-5112, o escríbela al final del sondeo. ¡Gracias!
1. Did TNP help you manage stress, loneliness, or boredom? // ¿TNP te ayudó a gestionar el
estrés, la soledad o el aburrimiento? *
● It helped a lot. // Me ayudó mucho.
● It helped somewhat. // Me ayudó algo bien.
● It did not help. // No me ayudó.
2. Were you able to make new relationships with people through TNP? // ¿Conseguiste
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empezar nuevas relaciones como resultado de TNP? *
● Yes // Sí
● Kind of // Más o menos
● No
3. Did TNP make you feel more comfortable with yourself and your life? // ¿TNP te hico
sentir más cómod@ con ti mism@ y con tu vida? *
● Yes // Sí
● Kind of // Más o menos
● No
4. What were your main takeaways from TNP related to wellbeing, identity, or community?
// ¿Qué es lo que más has aprendido de TNP en relación con el bienestar, la identidad o la
comunidad? *
5. What was your favorite thing about TNP? // ¿Qué fue lo que más te gustó de TNP? *
6. What would you change about TNP? // ¿Que cosa cambiarías de TNP?
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